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“White Line” high pressure Dressing Sterilizer equipped for 
heating by direct steam 


EFFICIENT — ECONOMICAL — EASY TO OPERATE — SAFE 


The sub-boiler (or steam generator) is eliminated; steam direct frum the 
mains is turned into the jacket of the sterilizer and then led into the steriliz- 
ing chamber, starting the sterilizing process within five minutes. The 
sterilizer is equipped with Fauley air and condensation ejector, steam control 
valve, and individual steam trap. 


Write our Engineering Departmen: for data on the latest developments in 
sterilizer design and construction 


SCANLAN-MORRIS COMPANY 


Manufacturers of 


Hospital Furniture, Operating Room Equipment, and 
Sterilizing Apparatus 
Factory & Offices Chicago Display Room 
MADISON, WIS. 411 GARLAND BLDG, 
TitE “WHITE LINE” 


























VOLUME V ~— OCTOBER. 1931 NUMBER 10 


The BULLETIN 


of the 


AMERICAN 
HOSPITAL ASSOCIATION 


Incorporated 


A monthly official publication devoted to the 
discussion of Association affairs and to subjects 


of interest to hospitals and allied institutions. 


Board of Editors 


ApbA BELLE McCCLEErY, Superintendent, Evanston Hospital, 
Evanston, IIl. 


Asa S. Bacon, Superintendent, Presbyterian Hospital 
Chicago, Ill. 


Bert W. Catpwe.t, M.D., Executive Secretary 
Cw 


Publication Office, 701 S. La Salle St., Chicago 
Editorial and General Offices 


Eighteen East Division Street, Chicago, Illinois 



































The Book 





Page 
Celene 3 RRS pCR dB eat D2) 8 Sen eee ee ee ae ee ee eae 4 
ORIGINAL CONTRIBUTIONS 
PRESIDENTIAL ADDRESS 
Beean Ae berth OSD.) PEABELONNES «4c aed aroric Abie Soy wi Povelens « Sbia WB ble bie oo 7 
Tue Hospirat TRUSTEE AND Hts Hospitrar 
De ee ies tS JMR 223 Ca SR A ee ae ee 15 
CererviInG FROM THE PRESIDEN THMERCT 66k 6.66.5 kc eid eacce sui be oeidceis cee die'e.e’ 21 
THE RELATION OF THE HospitaAL TO COMMUNITY HEALTH 
WS) Fianian NED. ‘Charlotte. North ‘Corolitia: ..<..5- i eee. eee ee 22 
Ripon OF THE BOARD OF “TRUSTEES: |. Sook oo osc ceca decedecpschedveiess 29 
Tue Possis_teE Errect oF HEALTH INSURANCE UPON OuR HospPITALs 
Carey Cerin: 0D ePIC 6 oc. Bk so alee dicate teen alg ea ema eioee 36 
STATISTICAL, ANALYSIS OF 2500 IREPORTS 5.6 5 50 ccbce ell coe boe beet et ecsbacecs 43 
HospPITaAL SERVICES FOR WELL CHILDREN 
Ee Fr eS ED, NCW? NOPR hoon hist ceeded eaccel ch eneHeew. 56 
Winpow ACCIDENTS 
tae eR IIR Gh nC Gc Sole Pb Goa oesib snide Na OE see SORES ae bk ws ees 60 
Wuat PLaAce HAs RESEARCH IN THE HOosPITAL? 
MG 2h IS SOCOEE, AGP: PROCIOSTRE, IN Nos oie inc. topic a oni ple code aloes oo 63 
HospitaL LIBRARIES 
ESE Mein © OMery, VV Stites EDC of6 665 ok os eae aele ck aces bead ae 68 
THE GENERAL HosPITAL IN THE CARE OF THE TUBERCULOUS 
Deiamin <s01dnere. MD CABO. yoo. oi hele eice Sioa k Se weeeaweees 78 
OvuT-PATIENT SERVICE IN HEALTH RESORT COMMUNITIES 
et NT, SAPEDU OE ciel tare cele ction k ore GAN ORNs. e ERA ee Loess 85 
POM OW EIORE. WO EIR bin 5 9a ci pvt Sein ds ade e yolaeel sie Sie Geet kaos Sas” AI 
REPORT OF COMMITTEE ON Pustic HEALTH RELATIONS..............0cceee 98 


EXTENT oF AIR CONDITIONING REQUIREMENT FROM THE STANDPOINT OF 
Hospirat ADMINISTRATION 
nN RRO RIS: OR MMEMMS Cl Ne La ae oie Wie a eo PWR Oe PRO kk uwine 122 


THe Use or QOvut-PATient FaAciLities IN EXTENOING PREVENTIVE AND 
Pustic HEALTH Work 
Ieeieys tolare Pimey, TROMBADONG 66655 oe os sae oak hae abe oe das 131 


[2] 

















Page 


THE SANATORIUM’S RESPONSIBILITY IN SAFEGUARDING THE HEALTH OF ITS 





EMPLOYEES 

ES 8. Pierce; Mb: ‘Canton Ole. 266 es eae eee 138 
HOSPITAL LIBRARY AND SERVICE BUREAU. 2.0... ee eee 143 
APPLICATIONS FOR MEMBERS oe ccc s tbc cles ue scutes Uae co ees 144 
COMING MEETINGS ...... OP Ro oS 147 
Drie 190) EXTMBITORS (Classified: bas): occ. ooo 2 Se ee 148 
NEW BUILDINGS AND: CONSTRUCTION. «: 000. ie veg cee tun UR 174 
i PN sh oioin cos oie dco sma wate e heap e eels Saad meals aol ee 180 
PE OPIN ONG, i gsc <ig'e 3'sin 0 a'sid alee Ab a Uap praca enna y aimela fla eterna 182 
OFFICERS OF STATE AND ALLIED ASSOCIATIONS................ 184 
cLASSIFIED DIRECTORY OF ADVERTISERS. « 4:.03é0<cccasscveaseees 190 
ALPHABETICAL LIST OF ADVERTISERS. .<.60io<c a oo ceesdanenesectns 192 
Vor. V THE BuLietiIn or THE AMERICAN HosprraL ASSOCIATION No. 10 


Editor, Bert W. Catpwett, M.D., Executive Secretary. 
Published monthly at 701 South La Salle St., Chicago, III. 


Executive, Editorial, and Business Offices, AMERICAN Hospitat Association, 18 East Division 
St., Chicago, Ill. 


Entered as second class matter March 19, 1930, at post office at Chicago, Illinois, under the 
Act of March 3, 1879. 


Subscription rate, $2.00 a year. (Foreign postage extra.) 











Printed in U. S. A. 


[3] 








Gilmore— 
Che Well Loved 


bile sitting at his desk in Wesley 
Memorial Hospital, where for a quarter of a centurp 
he had spent bis life, death came to a dean of hospital 
Superintendents, Eugene S. Gilmore. He passed 
away as silently and as softly as if be bad fallen 
asleep, and while doing the work which bad been 
intrusted to him for so manp pears. 


Few people in anp endeavor were as well 
known and lobed as E€. S. Gilmore. He came to 
Wesley Memorial Hospital in 1908, from the Gni- 
versity Hospital at Ann Arbor, Michigan, where he 
had been superintendent for the nine pears previous. 
He helped Wesley Hospital to grow from a small 
hospital into an institution which is one of Chicago's 
finest possessions. As he was kindly in bis relations 
to his fellows, courteous and considerate toward them, 
warm in his friendships, so was he in Wesley Hos- 
pital. His welcome in its wards, his interest in 
patients, physicians, and nurses, built up a tradition 
in Wesley. Jt was a “human” hospital, where the 
patient twas made to feel at home. 
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He visited everp patient in his hospital 
each Dap and his bisits were like benedictions to 
those who were being brought back to health. The 
finest tributes that babe been paid him were those 
spoken bp the patients twho knew and lobed him as 
a brother. 


He gabe far more to the hospital field than 
he received from it. Hundreds of hospitals, particularlp 
in the Middle West, came to him for adbice and 
counsel and were always benefited. His work among 
the church hospitals was outstanding. 


He was a past president and, at the time 
of his death, the senior trustee of the American 
. Hospital Association. He was one of its charter 
members. He was unfailing in his devotion to its 
interests. 


He was born at St. Cloud, Minnesota, 
April 19, 1867. He died September 12, 1931. Be 
leaves a widow, Mrs. Charlotte Clark Gilmore, a 
daughter, Mrs. Bertha Mae Davis, and a legion of 
friends to mourn him. 


And so passes one of the finest exemplifica- 
tions of a hospital administrator—a useful citisen, a 
generous friend, a kindly, courteous, Christian gen- 
tleman. 
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Lewis A. Sexton, M.D. 
President, American Hospital Association 











PRESIDENTIAL ADDRESS 


By Lewis A. Sexton, M.D. 
Superintendent, Hartford Hospital, Hartford, Connecticut 


HIS CONVENTION MARKS the close of my official relations with this 
Association. I am deeply grateful for the confidence you have im- 
posed in me and to Dr. Caldwell and the executive force for their 
splendid assistance and codperation. My connections, however, with the 
affairs of the association shall continue with increased interest for this is 
the only instrument we have that can reach all of the people in America in 
their time of need. It is a pleasure and a privilege to be allowed to convene 
this the thirty-third convention of the American Hospital Association here 
in Toronto. Canada has, from the inception of this Association, been active 
in its participation and contributed many of the leaders who have made 
the Association what it is today, and it is fitting theretore that from time 
to time the annual convention should be held somewhere in the Dominion. 
We are deeply indebted to Mr. Henry A. Rowland and the other members 
of the local committee for the extensive preparations that have been made 
for our reception. There is no end to the detail involved in this preparation, 
and that every phase of the subject has had the careful consideration of 
this committee will be apparent to you long before this convention comes 
to'a close. We have prepared for you a program devoid of threadbare 
topics, to be rendered by authorities than which there are no better. We 
sincerely trust that you will all enter into the spirit of the meetings and 
join in the discussions with the same interest that your speakers have 
manifested in the preparation of their papers. 

During the past year the association has been able to make progress 
in many directions, notwithstanding the conditions. Probably the out- 
standing achievement has been the inspection by experts of every hospital 
in the United States that desired it, with a view to reducing the hazards 
both to life and property by fire. The National Board of Fire Under- 
writers has assured us that they regard it as a great privilege to be able 
to render this service. This inspection service which has been done by the 
36 associated inspection bureaus has been extended to about 3,500 hos- 
pitals and has cost the National Board of Fire Underwriters $300,000. 
An appreciable reduction in fire insurance rates has been effected in every 
instance where their recommendations have been put into effect. 

If all of the recommendations of the former Presidents of this Asso- 
ciation had been put into effect there would remain nothing to be done, but 
since they have not I should like to call your attention to certain needed 
changes. 
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THE HOSPITAL OF THE FUTURE 


The hospital of the future must reckon on the care of an entirely dif- 
ferent type of patient and work. The present development of hospitals 
represents a long period of evolution. Hospitals for the first fifty or 
seventy-five years of their existence in this country were institutions of 
last resort, and none but the indigent thought of seeking their services. 
Take for example fifty years ago: At that time there were only 157 
hospitals in America with a bed capacity of 35,453. Today we have 
more than 7,000 hospitals with a bed capacity of more than a million. 
Gradually thé advantages to the patient, to the doctor, and to the community 
became generally recognized ; hence step by step we have come all the way 
from these institutions which we do not care to contemplate to veritable 
palaces equipped with all the luxuries and conveniences that are to be 
found in the homes of the well-to-do. The type of patient cared for and 
the character of the work done by hospitals have undergone as great a 
change during this period as have the construction and accommodations for 
‘their care. Many of us can remember when our medical wards were 
filled with typhoid and malaria, and smallpox was by no means a rare 
avis; when every city of any size had its own contagious hospital. How 
changed these conditions are! We have barely enough typhoid now to 
demonstrate to our interns and nurses what the disease is like. Small- 
pox, as a scourge, is unknown. Diphtheria is fast disappearing. Only a 
little while ago we read that the diphtheria hospital in Philadelphia had 
been closed because there was no further need for it as such. To have 
arrived at these conditions, however, has not been a simple process. It 
has meant the spending of endless time and large sums of money in the 
innumerable projects that are presented year after year, many of which 
have gone into the discard. It has been only by this long process ot 
elimination that the hospitals and the medical profession have been able 
to crystallize the many useful and efficient methods that are available for 
our patients today. So far, this is the only known method of progress. 
One has only to look back upon the years spent in patient research by 
every scientist worthy of the name to realize that worth-while develop- 
iments and discoveries are not haphazard, but are the fruits of long years 
of untiring effort, often under adverse conditions, with no hope of com- 
pensation beyond their contribution to the welfare of mankind. These 
miraculous changes, which mean the saving of countless lives each year, 
have crept upon us almost unperceived. That other and greater changes 
are due to come is a foregone conclusion. What is the answer? Pre- 
ventive medicine. Year after year the medical profession has made its 
contribution to improve the conditions which influence the welfare of our 
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people. Our public health program is world-wide, penetrating each year 
further into the rural districts and seeking out the persons it may help 
and the conditions it may relieve. 

This brings us to the part that hospitals have played and must continue 
to play in the elimination of these conditions that are such serious fac- 
tors in our national life: It is sate to say that only a fractional part of 
this great work could have been accomplished without the aid of our 
general hospitals in supplying the material and facilities for this work. 
There is no more shining example in all of these accomplishments than is 
to be found right here in Toronto. Not that we think for a moment that 
all of our hospitals and medical schools have Bantings within their walls. 
We have not, but each new discovery brings us that much nearer a solu- 
tion for all of these problems for it gives us another method of approach, 
and there are too many unsolved problems for us not to place within 
the reach of our staffs whatever means and facilities we can afford. Year 
after year we see these conveniences for our staffs improved, and one 
of the greatest powers behind this movement is the American College of 
Surgeons. The world will probably never have a due appreciation of what 
Dr. MacEachern has done along these lines. The trend of future develop- 
ment will continue along the lines of medical centers. Good roads and 
automobiles will continue to render untenable much of the development 
inthe rural districts that would otherwise be necessary. 

The policy of hospitals providing suitable buildings for the offices of 
their staffs in connection with the hospitals will lend itself to many in- 
stitutions in need of this additional income. This line of development, 
upon which we cannot elaborate at this time, possesses many advantages 
to all concerned. 

FINANCING THE ASSOCIATION 

The future usefulness of the Association could be greatly enhanced 
if it had certain fixed income upon which it could depend from year to 
year. The income from present sources is barely sufficient to meet the 
actual running expenses of the Association. 

The present condition does not permit of any expansion in the many 
useful directions to which it is obvious that the Association should lend 
itself. This probably is not the time to expect private philanthropy to 
interest itself in this far-reaching project. The great amount of good which 
the Association could accomplish with a fixed endowment by aiding all 
the hospitals throughout the country, and thus indirectly all the patients 
who enter our institutions, creates a possibility for rendering service to 
more people than any one opportunity ever offered before. The securing of 
such an endowment will depend largely upon what the Association proposes 


(9] 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


to do. If we can develop and offer to the people of America a program 
that can demonstrate its usefulness, and at the same time give the neces- 
sary assurances that whatever funds may be created for this purpose will 
be properly administered, private philanthropy can undoubtedly be in- 
terested in our behalf. People of large means are continually seeking 
an outlet for their savings where they can accomplish the greatest amount 
of good. Financing a constructive program for a broad expansion of the 
future usefulness of this Association is certainly one of the world’s great- 
est opportunities. At least 25 per cent of the 12,000,000 people who enter 
our hospitals each year are without funds. To be able to render a definite 
service to these 3,000,000 unfortunates can be done in no other way and 
through no other agency that we know of except the American Hospital 
Association. 

Relative to additional hospital accommodations, it is regrettable that 
the occupancy of our hospital beds has continued to decrease. A survey 
has shown that 35 per cent of all the beds in the hospitals of this country 

- were unoccupied last year. This clearly defines the necessity for thorough 
surveys of community needs before spending more of the people’s money 
for new construction for either civil or military purposes. There exists 
a committee of this Association which stands ready to codperate with the 
national government on the problem of additional hospital accommoda- 
tions for world war veterans. Apparently neither the bureau nor the 
politicians who have the final decision in matters of this kind have the 
courage to oppose any measure once recommended for the veteran’s benefit. 
Since this is the case it is the duty of every member of this Association 
to stimulate within the veterans themselves a protest against this duplica- 
tion and overlapping of services which are now available in our general 
hospitals. That a service exists which is the equal of that supplied by the 
veterans’ hospitals and can be had at a much reduced cost to the government 
must be apparent to anyone who cares to go into it. 

The much discussed question of puerperal mortality in American hos- 
pitals is one that should claim the attention of every institution caring 
for these cases. Either we are doing a very poor piece of work in our 
care of this type of case or all the countries of Europe are accumulating 
a great mass of unreliable statistics. It is highly probable also that these 
statistics in our own hospitals are much to blame for the glaring discrepan- 
cies between the mortality rates in European and in American institutions. 
There are many complications that actually cause the deaths in these cases 
that are in no way related to puerperal septicemia. This is the only type 
of case that we treat where our results are not worthy of emulation. 
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THE PRESIDENT’S ADDRESS 

Following the precedent of similar organizations, in 1919 the Asso- 
ciation adopted the plan of electing the President one year prior to the 
time he assumes the duties of his office, this in order that he may familiarize 
himself with the organization and workings of the Association. How- 
ever, no change was made in the time for the President’s address, which 
comes at the opening of the convention when he retires. It would seem 
to me advisable for the President-elect to deliver his address at the time 
he takes office in order that he may outline his policies and seek the co- 
operation of the members in the carrying out of the plans which he may 
have formulated during the previous year. This will bring him before 
the convention in an official capacity, give him a more definite contact with 
the members, upon whom he must rely for the execution of his policies, 
and lend an added dignity and responsibility to his position. 


A HOSPITAL DIRECTORY 
A directory of the hospitals in the United States and Canada has been 
issued from time to time by some of our kindred organizations, but so 
far this Association has never attempted such a contribution to its mem- 
bership. A complete and authentic description of every hospital in Amer- 
ica with its governing body should not only be available for the use of the 
.executive offices of the Association but should be a part of the Asso- 
ciation’s annual contribution to the hospital field. The probabilities are 
that it will be necessary to revise this directory semi-annually in order to 
keep track of some of our superintendents. 
THE NURSING PROBLEM 


Tied up inseparably with the work and development of hospitals is 
the nursing profession. They have come down through the years, each 
dependent upon the other. There exists in the minds of some people an 
idea that the nursing profession can be divorced from the hospitals. 
There is a wide difference between the training and the education of a nurse 
from a pedagogic point of view. Those of us upon whom the final 
responsibility rests for the nursing of the patients and the support of the 
schools find ourselves wondering what the nurse of the future will be 
like and just where in the scheme of things her place will be. Each year 
sees its additions to the curriculi of our schools until they are bulging with 
desirable courses for a general education but squeezing out year after year 
the essentials upon which the profession was founded. Education—yes; 
by all means—but education and training that will fit our people for their 
greatest sphere of usefulness. There has grown up among us a feeling 
that unless we train our nurses out of the menial sphere of caring 
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for the sick, we are not doing our duty. I am old-fashioned enough 
to believe that you can educate a people beyond their sphere of useful- 
ness. Not a few of our institutions of higher learning think that unless 
a nurse has her Ph.D. degree she is no longer worthy of her place 
in the profession. I want to tell you that if we all follow the lines laid 
down for our training schools by these institutions for the next 25 years, 
they will all be Ph.D.’s, and there will be no one blessed with a sufficient 
amount of humility to-do the actual nursing necessary for the recovery 
of our patients. More than one empire has toppled because of the weight 
of its own greatness. These conditions may rightfully apply to the old 
established schools and hospitals in our urban centers, but we must re- 
member that 75 per cent of our hospitals have less than 100 beds each, 
and are located in the rural districts where the suffering is more acute, 
the need for nurses just as great, and the conditions for train- 
ing them much less propitious than many of us imagine. To those who 
are familiar with the conditions in the rural districts and the small hos- 
pitals no warning is necessary, but to the others let me leave one thought, 
and that is, a plea for the training of nurses who enter the profession 
for the love of the work and the good they may do: nurses who are willing 
to give of themselves to make the long, weary hours of illness less irk- 
some; nurses the sight of whom is an inspiration and a joy to all who 
may be unfortunate enough to need their services. Theory in a nurse’s 
training is desirable and essential, but the man or woman whose needs call 
for that gentle touch that soothes an aching brow cares little for a knowl- 
edge of the solubility of salicylic acid or the atomic weight of sulphur. 
HEALTH INSURANCE, OR STATE MEDICINE 

In looking ahead one cannot avoid the consideration of some type of 
state medicine. There are so many sides to a question which involves 
the welfare of all the common people that I shall not go at great length 
into the advantages it may offer or the disadvantages it may possess. The 
idea is by no means new or novel. Dr. Winford H. Smith, in his presiden- 
tial address 15 years ago, said, ‘““Health insurance is doubtless in the minds 
of most of us a thing to be desired. In any event it will surely be with 
us before many years.” During and immediately following the World 
War there was considerable agitation over the question. With the com- 
ing of the following years of prosperity it made little progress, but it is 
again to the fore and has undoubtedly come to stay. It is of sufficient mo- 
ment to be given a prominent place on our program. Dr. Harvey Agnew, 
director of hospital activities of the Canadian Medical Association, with 
other authorities will devote one entire period to a general discussion of 
the subject. Any development that comes along these lines must come 
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through and under the direction of the medical profession. Any system 
that comes as a result of the efforts of political groups and members of 
the profession that have not succeeded under our present régime will not 
succeed. Contrary to the generally accepted idea that this must exist 
purely for the indigent, it must partake of af inclusive form that deals 
first with the medical‘ needs of the community and later with the varying 
financial status of those involved. Laws governing this question have 
existed sufficiently long in several of the Canadian provinces to give us a 
very definite and workable knowledge of what seems best to do. We do 
not have to look to Europe and the Dominion, however, for all of our 
information as sixteen of our states have passed laws necessary to pro- 
vide financial aid to the aged and indigent. There is no reason to expect 
that private philanthropy is going to continue to carry the enormous load 
it has carried in the past. The charge for those who cannot pay any- 
thing and those who can pay for only a part of the cost of their medical 
and hospital care is just as legitimate a burden for taxation as our schools, 
police, and fire protection. Whatever comes in the way of legislation 
affecting this important subject, the hospital must be paid the full cost of 
the care of this service. 

Just a word in conclusion on the economic status of the country. De- 
pressions manifest themselves in many ways and are undoubtedly re- 
sponsible for the 35 per cent of unoccupied beds in our hospitals last year. 
That cannot mean that America is over-hospitalized—that we have allowed 
the pendulum to swing too far in the provision of beds for the sick. The 
type of accommodation may not suit the economic condition of the coun- 
try, but the principle behind this provision is manifestly sound. History 
cannot but repeat itself. We all know that sooner or later prosperous 
times will again be in evidence; that these beds which have been with- 
out occupants for a year will be needed. Periods of depression are not 
without their value to us all. They teach us the correct values of the 
huge sums of money intrusted to our care. When the purchasing power of 
a dollar is only fifty cents and we have plenty of them, they command 
very little respect. When that power has reached the level it occupies today 
and we do not know where the next dollar is coming from, then the wild 
orgy of spending which has swept over the country for the past few years 
suddenly comes to an end. Sober judgment and a revision of our assets 
and perspectives sets us down to a realization of what it is all about. This 
enforced revision has sent many individuals and institutions into a tail- 
spin, the consequences of which have not been pleasant to contemplate, 
hut nothing short of what we have gone, and are going, through could ever 
have checked the world in the speed at which it was going. 
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No catastrophe has ever visited a country or a community that did 
not leave it better than it found it. We wince at seeing our buildings 
and plans laid waste, but the new structures that rise out of the ruins 
always come up stronger and better than those that went down. Can 


anyone question that we will all be better administrators for having gone 
through this test of poverty and depleted incomes? Not for a second. 
There will be certain individuals and institutions that will not survive 
the ordeal. I do not know of any saying that is more applicable to the 
hospital field than the one used by Calvin Coolidge when he said, “The 
scraping of the hull of a ship of state is a trying ordeal for the barnacles.”’ 
The recovery from this condition cannot be effected by any one community 
or country alone. A condition that has been world-wide in its effects 
must be remedied by the combined efforts of atl concerned. We are in- 
clined to the opinion, however, that this country with its optimistic, far- 
sighted policies and its fair dealings with all the peoples of the world will 
be the first to see the rays of a brighter day, that is, the emanation of a 
people made happy by the return of employment and incomes that are com- 
mensurate with the standards of our American homes. The foundation 
for this hope is not original with us or our age. It is a heritage that has 
come down to us through the centuries from the founders of this country, 
from our ancestors whose lives were a continual struggle, who succeeded 
in the face of conditions that would make the times we are now going 
through look sick by comparison. These experiences have taught us that 
no cause based upon the care of the sick and the afflicted can ever be 
checked by financial depressions or business failures. Our work, the heal- 
ing of the sick, is the work of God; we are merely the instruments in his 
hands through which these ends may be attained. Periods of depression 
may impede our progress, but a calling as old as the art of healing will 
go on through the ages. It remains for us to give to our work the best 
that is in us, to see that the torch that we pass to the next generation burns 
a little brighter than when it came to us. 


—_—_—_+0«-_—_ 

















THE HOSPITAL TRUSTEE AND HIS 
HOSPITAL 


By Joun Fercuson, M.A., M.D., F.R.C.P.C. 


Presidgnt, Ontario Hospital Association 


HE NOBLEST WORK that any man or woman can engage in is that 

of bringing aid to another who is in distress of body or mind, or 

laid low by sickness or injury. The story of the Good Samaritan is 
well nigh two thousand years old, but it has lost none of its inspiring 
power, for it is of divine origin. 

“For I was an-hungered, and ye gave me meat; I was thirsty, and ye gave 
me drink; I was a stranger, and ye took me in; naked, and ye clothed 
me; I was sick, and ye visited me.’ These words of the Great Teacher 
and Healer of the bodies and souls of men constitute the charter for all 
altruistic works, and of such, there is none to rival that of the erection. 
and maintenance of hospitals for the care of the sick. 

Samuel Johnson uttered a great truth when he said that the truest test 
of civilization is the provision made for the care of the sick poor. When 
one looks abroad over the world the truth of this saying becomes very 
real and apparent. Just as civilization advances and the moral sense rises 
to a high level, one finds that the institutions for the care of the sick and 
injured increase in numbers, and ever assume grander proportions. Com- 
pare the United States, Canada, Great Britain, France, and Germany, with 
vast regions of Africa, Asia, Eastern Europe, and South America, and 
the words of Johnson loom large before our vision. 

Every service rises in value as it calls for sacrifice. You know the 
story of a certain ruler who assured the Good Master that he had kept 
the Commandments from his youth up? He was promptly told that such 
was not adequate service, for he must sell his goods and give to the 
poor. 

From my knowledge of hospital trustees I feel bold in saying that the 
story is one of continual sacrifice, of devotion to an ideal, of patient pur- 
suit of a noble objective, and of faith in the best elements in human nature. 
Trustees have given freely of their time, their intellect, their sympathy, 
and their material means in the building and maintaining of the hospitals 
for the benefit of others. The only dividend they receive for alt this 
labor and giving is the consciousness of having done good to their fellow- 
man. 

When one recalls the achievements of hospital trustees, the words 
opera nobilissima can be with confidence pronounced upon them. The 
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thousands of hospitals that dot civilized countries, costing hundreds of 


millions of dollars, the keen business judgment displayed in their manage- 
ment, the skill and tact required in securing the trained surgeons, physi- 
cians, and specialists, and the providing of nursing services for the care 
of patients stand as enduring monuments to the efforts put forth by 
boards of hospital trustees. These achievements are noble monuments and 
more lasting than those engraved on brass or chiseled in stone. 

Hospitals touch: humanity from many angles. They are far more than 
places of retreat for the sick and injured. They are great and important 
centers of education. They furnish the medical profession with the facili- 
ties for doing the best for their patients. They train an army of women 
for the most ideal form of service to humanity. They educate the people 
to be charitable by setting up before them examples worthy of being fol- 
lowed. They are centers, moreover, for the spreading of the laws of 
health, for doctors, nurses, patients, and visitors have all learned much 
about the laws of sanitation and the prevention of disease through their 
connection with the hospital of their district, even though it be one 
of only ten beds located in a little hamlet. 

Hospital work is a most valuable civilizer. Those who become inter- 
ested in such work find their own nature refined thereby. Members 
of the medical profession are brought together and learn the valuable 
lessons of cooperation and placing trust in each other. The people are 
taught the value of human life, and what a beneficent thing it is to take 
part in its prolongation and in the alleviation of suffering. Schiller, the 
great poet, gave the world these words: “Every harsh thought or cruel 
deed stamps upon the countenance something that repels, whereas every 
kindly thought and generous deed makes the most homely face look 
beautiful.” 

Hospitals, and all those who take an interest in their maintenance and 
working, are dealing with the most sacred of all things—human life. Ten- 
nyson was right when in his “In Memoriam” he sang— 

“Life is not an idle ore, 

But iron dug from central gloom, 

And heated hot with burning fears, 
And dip’t in bath of hissing tears, 

And batter’d with the shocks of doom 
To shape and use.” 

Those who are engaged in hospital work realize in a very clear way the 
meaning of these words. They learn that life is not an idle or worthless 
thing. They realize how it may be dug up from sorrow and gloom and made 
joyous. They are called upon ofttimes to witness the burning fears of 
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patients and their friends, they see how tears try to drown these fears, 


and they see that all these influences may reconstruct the nature of both 
patient and attendant, and remodel it into better shape and use. When one 
keeps in mind the vast amount of sickness ever present in our midst, 
could any man or woman have a more perfect motto for their life’s aim 
than the words of Virgil—Miseris succurrere disco—I learn to aid the 
suffering ? 

The financing of hospitals places upon the shoulders of trustees many 
and heavy responsibilities. Patients should be made comfortable and given 
suitable diets and the medical men must have at their disposal the best 
form of equipment. But to do this demands the outlay of large sums of 
money. To meet these demands the trustees have several sources of reve- 
nue. First of all comes the money collected from those who can pay for 
their hospital care and their professional attendance. In the next place 
the trustees may appeal to the generosity of citizens to make gifts of money 
or of goods. There are the funds that may be secured through the efforts 
of social organizations in holding bazaars, concerts, teas, etc. Lastly, there 
is what the poor patients may be able to contribute toward their hospital 
care. This is frequently far below the cost of maintenance. This con- 
tribution may be made for these patients by friends, societies, or public 
bodies, such as cities, towns, districts, states, or provinces. With regard 
‘to this class of patient, these public bodies should be willing to .bear the 
full cost of maintenance, and thus avoid the creation of deficits that must 
be met from some other source. It is here that I desire to place on 
record my protest against putting a surtax upon those who can pay their 
own way to meet these deficits. This is not just, but there can be no 
objection to a wealthy patron donating money by his, or her, good-will. 
The care of the indigent sick should be the duty of the people as a whole in 
their organized capacity. Until this view is realized and put into operation, 
the best results cannot be obtained. 

One of the problems constantly confronting the trustees of hospitals 
is the one of supplying suitable accommodation at reasonable cost to 
those of moderate means, or who receive moderate salaries. It would 
seem impossible to cut down that cost on foods, dressings, drugs, beds, 
utensils, laboratory or x-ray equipment, or nursing. All these seem to 
belong to the uncontrollable expenditures in the running of hospitals. It 
seems, then, that about the only way to reduce the cost to the patients 
is in the type of hospital building and the arrangement of the wards. In 
the majority of hospitals, the construction should be simple, and all non- 
essential details omitted. The wards should be small but well ventilated, 
and for the middle classes, there should be an ample number of medium- 
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sized, semi-private wards. Considerable saving might be effected by hav- 
ing a nurse “special” two or more patients. These are some of the pressing 
questions demanding study and the best answers possible. 

In Canada there are about 900 hospitals, valued at some $241,000,000. 
These furnish 72,000 beds and the annual maintenance cost is $50,000,000. 
On a basis of population this would give for the United States about 
11,000 hospitals with some 900,000 beds, and an annual maintenance cost 
of at least $600,000,000. The capital value would not fall under $3,000,- 
000,000. Such figures as these proclaim far more eloquently than lies 
in the power of words the work that hospital trustees have accomplished. 
Every new discovery in medical science makes new demands upon the hos- 
pital treasury. But there must be no looking back, like Lot’s wife! In 
hospital activities, the words of Lowell are applicable. 

“New occasions teach new duties, 
Time makes former good uncouth, 
They must onward still, and upward, 
Who would keep abreast of truth.” 
In the interest of the patients and medical science, we must keep abreast 
of the most modern views. 

In all the range of history there are no more instructive pages than those 
which give an account of the rise, growth, and improvement of hos- 
pitals in all civilized countries. If ever the saying “truth is stranger than 
fiction” finds verification, it is surely to be found in the history of the 
evolution of hospitals. As nursing had its origin in mother love, so the 
first hospitals were the simple homes of the people which gave shelter 
and care to the sick. From these, in ancient times, there arose inns, and 
hostels for the reception of the sick. One might mention the hospital 
founded in 370 A. D. by Bishop Basil, at Cesarea. It was like a small 
city. In 350 A. D. St. Ephrem founded an emergency hospital at Edessa, 
to care for plague-stricken patients. During subsequent centuries and in 
various places hospitals were founded by Fabiola; Bishop Masona, and 
others. The Hotel-Dieu in Lyon, 542, the Hotel-Dieu of Paris, 651, and 
the Santo Espirito in Rome, 717, are still in operation. During the 
middle ages, when leprosy and syphilis were prevalent in Europe, there 
were many lazar houses established. 

Compare these hospitals, the nursing of those bygone centuries, and the 
medical and surgical practices then prevailing with our own modern hos- 
pitals, present day nursing, the trained physician,;-and the white-robed 
surgeon. One must be profoundly impressed with the progress that has 
been made. To reach our present status there was groping, guessing, 
empiricism, but it has ever been true in all things human, per dubitandum 
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ad veritatem pervenimus—through doubting and groping we have arrived 
at the truth. 

I have reserved for a separate paragraph a few words on those patients 
from whom hospitals receive no compensation for their care. They are 
brought to the hospitals sick or injured, and they have neither money nor 
friends, and they are dis6wned by every city, town, county, state, or 
province. Their physical condition demands immediate care, such as hos- 
pitals alone can give, and of course they are admitted. There is no reason 
that can be advanced why the hospitals should be saddled with the costly 
care of such cases. Here is a problem for the trustees of all hospitals. A 
united effort should be made to have the cost of caring for such patients 
borne by the public, as the majority of hospitals have no endowments to 
fall back upon, and are working on very narrow financial resources, and 
sometimes on bank overdrafts, or borrowed money. 

Wherever a hospital is located there develops an-atmosphere of philan- 
thropy and altruism. Auxiliary societies spring up around the hospital, 
having as their objective to befriend the friendless and to bring com- 
forts to the suffering and hope to the despairing. Those who engage in 
such work are not only brightening the lives of others, but they are en- 
nobling their own. “Sow a thought,” said Boardman, “and reap an act; 
sow an act, and reap a habit; sow a habit, and reap a character; sow a 
character, and reap a destiny.” In the case of hospitals the sowing and 
the reaping are of the highest type. ‘“Verily-I say unto you, inasmuch as 
ye have done it unto one of the least of these my brethren, ye have done 
it unto Me”; and you all know who said those words. 

That there may be no doubt as to who is a brother, read the parable of 
the Good Samaritan and the wounded traveler. Deum nulla re proprius 
veneramur quam hominibus salutem dando—in no way can we more fittingly 
reverence the Diety, than by giving health to mankind. Permit me to quote 
a few lines from Cowper: 


“True Charity, a plant divinely nurs’d, 
Fed by the love from which it rose at first, 
Thrives against hope, and, in the rudest scene, 
Storms but enliven its unfading green; 
Exuberant is the shadow it supplies, 
Its fruit on earth, its growth above the skies.”’ 
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To the Members of the American Hospital Association, 
Greeting: : 


The program of the thirty-third annual convention will be remembered 
as a complete and exhaustive discussion of practical hospital problems. 


During the past two years economic discussions have held the center of 
the stage. The capacities of tax-supported hospitals have been well nigh 
exhausted in providing care for indigent patients. Private hospitals have 
suffered for lack of revenue, both from philanthropic sources, and from 
patients who have heretofore been able to pay for hospital care. It is 
imperative that the business of the hospital be given close attention. 


My appeal to our hospitals is that while we give due consideration to 
these economic matters we do not compromise our ideals of service. We 
must never sacrifice these idcals. 


In order to accomplish this end, it is important that all associations of 
physicians, hospitals, nurses, and our allied groups codperate in a program 
of education of the public to the end that it will insist upon laws and 
regulations for the best interests of all patients in our hospitals; that: it 
will endorse financial support to both public and private institutions serving 
the community. Onur members should unite in developing such a program. 


Your Association desires above all things to be of real service to its 
members. Its facilities are at your disposal. Its Library, its Service 
Bureau, the Association’s TRANSACTIONS and THE BULLETIN are always 
available. Your counsel and constructive criticism is not only welcome but 
solicited. 

The officers, board of trustees, and committees will endeavor to develop 
im the best possible way the Association's usefulness to its members as well 


as to the patients in our hospitals. 


Our members are urged to attend the meeting of their city, state, and 
national Jiospital associations and to codperate in all activities having to 
do with the health of the community and its welfare. 


Paut H. FEster, President-elect 








THE RELATION OF THE HOSPITAL TO 
COMMUNITY HEALTH 
By W. S. Rankin, M.D. 
Director, Hospital Section, The Duke Endowment, Charlotte, North Carolina 


THE STATISTICAL WITNESS 


health of communities generally is the reduction in mortality rates 
that has occurred during the last 30 years. Death rates have declined 
with greater rapidity during that length of time than in any previous like 


fies MOST STRIKING and tangible evidence of the improvement in the 


period of time; moreover, the rate of decline will not be equalled, in all 
probability, in any future similar period. Contemporary with this period 
of falling death rates, both institutional medicine, as exemplified in the 
work of the general hospitals, and preventive medicine, as exemplified in 
the work of health departments, have had their great development. During 
the 30 years since 1900, according to a recent estimate by Dr. C. Rufus 
Rorem, the number of general hospitais has been multiplied four times and 
their beds three times. In this same period of 30 years the resources of 
health departments have very probably been increased almost a hundred- 
fold. 
THE DIVISION OF HONORS 

To generalize and say that modern medicine, attacking disease from 
both sides, cure and prevention, has brought about this reduction of death 
rates is to assume an uncontested position; but to particularize, to attempt 
to apportion the honors between the two arms of medicine, cure and pre- 
vention, is to enter a no man’s land. Nevertheless, someone with more time 
for the task than the writer and with greater dexterity in extracting the truth 
from tables of figures should undertake the rather interesting study, for 
the question involved is not merely academic; it lies at the very basis of 
an intelligent apportionment of funds between the work of general hos- 
pitals and that of health departments. With the idea of stimulating an 
interest in the direction of such a study, rather than of arriving at any 
well matured conclusion, the question is raised: Where falls the line—a 
dim, indefinite line, to be sure—between credit that belongs to the develop- 
ment of general hospitals and that which belongs to health departments 
for the reduction in mortality rates that has taken place between 1900 and 
1928? On this question we turn for light to certain statistical tables. 

SEVENTY-NINE PER CENT REDUCTION OF THE DEATH RATE 


Referring first to Table I, it will be noted (1) that the general death rate 
declined from 1,755.0 deaths per 100,000 population in 1900 to an average 
[22] 
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general death rate for the five-year period 1923-1927 of 1,192.1 deaths 
per 100,000 population, a decline of 32 per cent or 562.9 less deaths per 
100,000 population for the average year in the five-year period than in 
1900; (2) that 444.7 of the 562.9 deaths less for the average year in the 
five-year period, that is, 79 per cent of the total reduction, can be credited 
to nine groups of diseases and conditions, which include 44 of the 205 
causes of death as found in the International List; and (3) when we turn 
to consider the major factors concerned in the reduction of deaths as 
shown in Table I, it appears that most of the credit must be assigned to 
measures primarily of a preventive rather than a curative nature, more to 
health departments than to general hospitals, which are more directly 
concerned with problems of diagnosis and treatment. 

Particularizing with respect to the forces concerned in the reduction of 
the death rate for the nine conditions listed in Table I, we may consider 
them in order. 

Tuberculosis—An authority on this disease, who is superintendent of a: 
large state sanatorium, in commenting upon the factors involved in the 
tremendous decrease in the death rate of tuberculosis during the last 30 
years, says that the reduction is due very largely to popular education in 
regard to the prevention and cure of tuberculosis and the use of sanatoria 
for removing open cases from their families and associates and thereby 
preventing the infection of others; that in the treatment of the disease 
there has been some little improvement, especially in the handling of 
moderately advanced and far advanced cases, but that in general the 
marked decline in mortality from this disease is to be credited to measures 
primarily preventive rather than curative in their purpose and effect. 

Diarrhea and enteritis—A well known pediatrician, when asked to com- 
ment upon the remarkable decrease in the death rate from this disease of 
children, ascribes the credit for its reduction largely to measures of a 
preventive nature. He says: “I believe that most of the reduction in the 
death rate from diarrhea and enteritis has been due to public health activi- 
ties rather than to medical activities. In hospital work, we have had some 
improvement in treatment due to transfusion and the giving of fluids, but 
I do not believe that there are enough hospitals which use these improved 
methods to affect the general rate. There has also been some improvement 
in the treatment of diarrhea and enteritis due to omission of massive doses 
of calomel and castor oil by many of the practitioners, but, as I said before, 
I believe that the major reduction has been due to public health activities.” 

Influenza and pneumonia.—The great reduction in the combined rate 
for influenza and pneumonia is difficult to account for. When one of the 
outstanding authorities in the United States on this disease was asked to 
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comment on this reduction. whether it could be due to changes in the 
diagnosis and classification of the disease, to decreased prevalence, to de- 
creased virulence of the infection, or to improvements in treatment, he 
said: “There has undoubtedly been some improvement in treatment, but 
I doubt whether this is sufficient to account for any decrease in deaths as 
indicated by the figures you give.” As to whether there has been a de- 
crease in the prevalence of the disease or a decrease in the virulence of 
the infection within recent years, he would not venture to guess. 

Diphtheria—We all know that the 80 per cent reduction in the death 
rate from this disease is to be credited to the application of antitoxin, and, 
in recent years, to immunization against the disease, and bears no essential 
relation to the development of the general hospitals during the last 30 
years. 

Typhoid and paratyphoid fever—Ninety-five per cent of the reduction 
here is due to sanitation, to the protection of water supplies, to more 
complete contrcl over milk supplies, and to control measures over the fly. 
There has been, apparently, a reduction in the fatality rate of typhoid fever 
within the last 30 years, but that is more likely due to a decrease in the 
virulence of the infection than to improved methods of treatment. 

Bronchitis and broncho-pneumonia.—The decline from 67.6 to 47.9 dur- 
ing the 27-year period has a relation to the decline in the combined death 
rates of measles and whooping cough from 24.6 in 1900 to 14.9 for the 
average year of the five-year period 1923-1927. Any improvement in the 
treatment of these associated diseases during the period under consideration 
has been of minor importance. 

External causes—Under this heading, deaths from violence, with 
suicide, homicide, and automobile accidents excluded, are recorded with a 
decline from 79.0 to 59.5 for the period under consideration. This decline 
is more closely associated with safety work, as sponsored by the National 
Safety Council, and with the influence of workmen’s compensation laws 
than it is with improvements in the treatment of accidents, notwithstanding 
the fact that definite progress in this field of surgery has been achieved. 

Malformations and diseases of early infancy—The decline from 91.8 
to 73.8 for the period of time under consideration is due, in all proba- 
hility, more to the work of health departments as carried out through 
prenatal clinics than to better obstetrical practices. In this connection it is 
interesting and rather discouraging to note that the deaths from the 
complications of the puerperal stage, including puerperal fever, show prac- 
tically no change in the 27-year period under consideration. 

The common contagions——The same authority on diseases of children 
previously referred to, in commenting on the decline in the combined death 
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rates from measles, whooping cough, and scarlet fever from 34.8 in 1900 
to 17.7 for the average year of the five-year period 1923-1927, says: “I 
believe that the reduction in the mortality due to contagious diseases has 
been due almost entirely to public health activities ; however, it is conceiv- 
able that the virulence of the organisms or viruses of the diseases has 
diminished, for in talking to older physicians I have frequently heard the 
statement that measles, scarlet fever, etc., are not as severe as in former 
years.” 
SOME ADDITIONAL REDUCTIONS 

Table II is supplementary to Table I. It includes ten groups of diseases, 
11 of the 205 international causes of death. It shows a combined reduc- 
tion from 78.2 deaths per 100,000 population in 1900 to 34.7 deaths per 
100,000 population for the average year of the five-year period from 1923 
to 1927, a saving of 43.5 lives per 100,000 people, which is 7.7 per cent 
of the total reduction appearing in the preceding table, tiamely, 526.9 deaths 
less per 100,000 population. Adding the 7.7 per cent to the 79 per cent 
reduction in the preceding table, we have now accounted for 86.7 per cent 
of the reduction shown for the 27-year period. 

Avoiding too much detail, we may comment briefly upon the reduced 
death rates of Table II. The reductions for dysentery, malaria, and small- 
pox may be credited largely to public health activities ; the very satisfactory 
reduction for septicemia to the work of the National Safety Council and 
improved surgery; the reductions for tetanus and erysipelas go to surgery, 
but surgery largely of a preventive character; the reduction for rheuma- 
tism, in all probability, to better methods of diagnosis and cure, as these 
are related to focal infections. 

SURGERY AND STATISTICS 

Because surgery constitutes a large part of the work of the general 
hospital and because the general hospital originated very largely as a 
response to the demands of surgery, an examination of the changes in 
death rates of certain important surgical conditions may be of interest at 
this time. Fifteen surgical conditions are listed and the mortality rates 
for ten- and five-year periods are shown in Table III. 

Some of the increases shown in Table III are due (1) to changes in 
the age grouping of the population, this accounting to some extent for the 
increased death rate from malignant tumors; (2) to new conditions of 
life, this accounting, for example, for the higher death rate from automo- 
hile accidents, diabetes, and probably to some extent for the higher death 
rate for cancer; and (3) to improvements in methods of diagnosis, this 
accounting for the increased number of deaths from such causes as calculi 
of the biliary and urinary tracts, gastric ulcer, and diseases of the thyroid. 
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A good deal of attention has been drawn to the fact that the death rate 
from appendicitis has increased during the last 30 years. The increase is 
only an apparent increase and is due to changes in the classification of 
deaths from peritonitis by the Bureau of the Census. Many deaths re- 
sulting from appendicitis were formerly not charged against appendicitis, 
but to peritonitis. Such deaths are now charged to appendicitis; hence 
the increase in the number of deaths from appendicitis from 9.7 to 15, and 
the corresponding decrease in deaths from peritonitis from 15.1 to 1.6 for 
the 27-year period under consideration. 

- QUESTION AND INCOMPLETE ANSWERS 

This study is incomplete. Its implications are of far-reaching impor- 
tance and call for more thorough treatment.. May I leave it within sight, 
possibly within reach, of our Committee on Public Health Relations, and 
in leaving it for those who can pursue it with more patience and per- 
sistence-than I have had for it, may I conclude by undertaking to indicate 
the direction of some of the answers to the question which this preliminary 
study suggests, to wit: Why is the statistical evidence of the benefits of 
curative medicine, especially as curative medicine has gone forward with 
the development of general hospitals during the past 30 years, so indefinite 
and limited as compared with the impressive evidence of the benefits which 
society has derived from measures primarily of a preventive character? 
Some of the answers that will occur to us are: 

First, some of the 86.7 per cent reduction in the death rate shown in the 
tables is creditable to improvements in diagnosis and treatment and to the 
influences of the general hospital as it has developed during the last 30 
years. Opinion would vary in its apportionment of credit for the reduction 
as between methods and agencies of a preventive nature on the one hand, 
and methods and agencies of a curative nature on the other hand. Possibly 
as much as 20 per cent of the reduction shown in Table I might be 
credited to better diagnosis and treatment. 

Second, the effects of curative medicine and of hospital work is of a 
more diffusive character, as respects the 205 causes of death, than are the 
effects of preventive medicine. A city improves its water supply and 
the improvement is almost immediately reflected in a reduction of its 
typhoid death rate. A city pasteurizes its milk and its death rate from 
diarrhea and enteritis promptly goes down. A well organized attack on 
tuberculosis, based primarily on prevention, and carried forward for a 
quarter of a century, and the mortality rate from the disease is cut in half. 
Curative medicine, on the other hand, does not particularize, makes no well 
organized drives on any one sector, but attacks continuously along the 
entire front. j 
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Third, there are negative as well as positive values in the battle against 
disease. There are values that are intangible, as well as values that are 
tangible. A reduced death rate means so many lives saved; likewise, a 
death rate that would have increased as much as another decreased, but 
for certain influences, means the same number of lives saved. No one can 
compute what the death rates from cancer, automobile and industrial acci- 
dents, diabetes, thyroid diseases, prostatic conditions, and many other 
conditions that could be mentioned might have been but for improvements 
in diagnosis and treatment, made possible largely through hospitals, the 
laboratories of modern medicine. 

Fourth. the benefits of curative medicine as compared with preventive 
medicine are of slower manifestation. Perhaps when the functional set-up 
of hospitals catches up with their physical development, when there is a 
more perfect coordination of the various professional services as these are 
brought together in hospitals, the benefits of curative medicine, as reflected 
in declining morbidity rates, may be more impressive. 


TABLE I 
Reduced Death Rates Reg. Area Continental U. S. 1900-1927 


: Average Percentage 
Cause No. Cause of Death 1900 1923-27 Decrease Decrease 
General Death Rate (per 100,000). 1755.0 1192.1 562.9 32.0 
31-37b Tuberculosis, all forms............ 201.9 87.6 114.3 20.3 
113,114 Diarrhea and enteritis............. 133.2 35.0 98.2 17.4 
11,101 Influenza and pneumonia.......... 181.5 87.2 94.3 16.7 
Ob PHN * 6 cee hancsie doen e ens 43.3 8.9 34.4 6.1 
1 Typhoid and paratyphoid fever.... 35.9 6.7 29.2 A 
99,101 Bronchitis and’ broncho-pneumonia. 67.6 47.9 19.7 3.5 
165-203 External causes*” 6 o5...0 265 Gees des 79.0 59.5 19.5 3.4 
159-163 Malformations and diseases of early 
MIAME? + hoon hee ass Pecan OL8 73.8 18.0 3.1 
7,8,9 Common contagious diseases*....... 34.8 17.7 17.1 3.0 
869.0 424.3 444.7 78.7 


1Less suicide, homicide, and automobile accidents. 
2Measles, scarlet fever, and whooping cough. 
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TABLE II 
Reduced Death Rates Reg. Area Continental U. S. 1900-1927 





Average 

Cause No. Cause of Death 1900 1923-27 Decrease 
General Death Rate (per 100,000)....... 1755.0 1192.1 562.9 
IG ASCO RRE TS Ce Coen i eokue< . Sauled cance 11.3 2.9 8.4 
ME RL OURINS EO Sos. g sy ssos even Sosa keels Wi eikies a 8.4 13 7.3 
Baie 3 EMR BRN oe ok boven edoue Vave es 9.7 4.1 5.6 
Bee eres s OF IVER oo oss baw Perce oe 12.9 us 5.6 
Seo ce a a na ORE eh Bel Ll ay Stie Pee as 7.9 2.4 5.5 
PNR Sn gifs eo Ck SoS EO ei PLS CON 4.4 1.4 3.0 
6 I eee deere ae eect ae Rarer Ae 51 2.5 2.6 
RS ao ee ee lk Na Le rt 4.4 1.9 2:5 
118 Hernia and intestinal obstruction......... 12.2 10.7 1 
oR Sere ic ote ghee ah evaly wine sle wigs Sas 1.9 4 ES 

78.2 34.7 43.5 7.7% 


1All forms, amebic, bacillary, and other forms. 
Acute, chronic, and gout. 


TABLE III 


Changes in Death Rate of Certain Surgical Conditions Reg. Area 
U. S. 1900-1927 


No. In- De- 
Cause Cause of Death 1900 1910 1915 1920 1925 1927 crease crease 
43-49 Malignant tumors...... 63.9 76.2 81.1 83.4 92.6 95.6 31.7 

188 Automobile accidents... 0 1.8 5.9 10.4 18.7 21.4 21.4 

FF Cyan’: AOE. i sc se 264i 43 6-43 aa 


132 Calculi of urinary tract 6 7 6 8 8 


1.8 
123 Miltary caew. .606.6ka. 1 28 S38 36: 40 AO 25 

4 : ) 4 
126 Diseases of prostate.... 27 38 39 42. 50 5.3 26 
? 
4 


60 Diseases of the thyroid? 4 Ze 8 6 6 4 
60a Exophthalmic goiter ...  . ho ke Se A543 3.5 
86. Diseasesof the ¢ars’..: 6° 18: 19 20 ° 32° 33 2.5 
86 Diseases of the mastoid to: (14 


117 Appendicitis and typhlitis 9.7 11.4 12.5 13.4 15.1 15.0 a 





72.1 
126: Peritonitis” 0565053 cok PO: he Ba AS Gs 4G 13.5 
118 Hernia and intestinal ‘ 
CUSstrecHott 5... kk 122: i124 10.6 10.8 10.4 1.8 
Ai Septweena® vicious ee ee ae ae EE 7.4 
165-203 External causes’....... 79.0 82.6 70.4 61.0 59.6 57.0 22.0 


44.7 


1Less exophthalmos. 

2Including mastoid disease. 

3In 1900 without regard to cause; in 1910 with puerperal forms excluded; in 1925 only where 
cause is not specified. 

4Non—puerperal. 

5Less suicide, homicide, and automobile accidents. 
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REPORT OF THE BOARD OF TRUSTEES 


To THE MEMBERS AND DELEGATES OF THE AMERICAN HospitaL Asso- 
CIATION: 


OUR BOARD OF TRUSTEES takes a great deal of pleasure in reporting 

a very successful year for your Association. It has been a year of 

accomplishments and of definite progress in developing service to its 
members and to the entire hospital field. 

Primarily, hospital operation and its increasing efficiency must be based 
upon incentive to the individual and to the institution. In its finest de- 
velopment it must depend upon the cooperation of our hospital adminis- 
trators, one with another, through close association in a national organiza- 
tion. Your Association has developed with each succeeding year legitimate 
and constructive fields for Association effort.. As an Association it has 
lecome an indispensable unit for the benefit of hospitals on this continent. 
Confidence, codperation, and the exchange of ideas and experiences are the 
principles which should guide our institutions and their administrators. 
These principles find expression and definite development through your As- 
sociation. The interest of our members in the work of the Association is 
particularly gratifying. It is evidenced in the support they give to the 
work of the Association and in the growing institutional and personal mem- 
herships. It is manifested in the increasing uses of the Association’s varied 
services. 

Relations with Other National Organizations 


During the past year your Association has maintained the traditional 
friendly relations with other hospital associations and other national or- 
ganizations, the purposes of which are closely allied to our own. The 
geographical sections of the Association are increasing in number and 
their cooperation and support bring to us a larger opportunity for service. 
Other state, provincial, and national hospital associations, not affiliated with 
our asscciation as geographical sections, invariably codperate and frequently 
coordinate their work with our own. Your Association, always in close 
sympathy with the purposes and objects of the American Medical Asso- 
ciation, the American College of Surgeons, and the Association of Amer- 
ican Medical Colleges, as related to hospital problems, has coéperated in 
every good way with these important organizations, to the ultimate benefit 
of our institutions and the entire hospital field. 

It is with a deep sense of sorrow that your board reports the death 
of four members of the Association who have given many years to-hospital 
endeavor and who have been valued members of the Association ‘since 
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the early years of its organization. They have held important offices in 
the Association and their contributions to our institutions have been im- 
mensely valuable. 

Mr. Eugene S. Gilmore, superintendent of Wesley Memorial Hospital, 
Chicago, one of the finest exemplifications of the administrator of a large 
hospital; recognized authority on hospital operation; a trustee of the 
American Hospital Association; one-time President; died September 12, 
1931. 

Mr. Frank E. Chapman, director of the University Hospitals of Western 
Reserve University, Cleveland, one of the outstanding hospital adminis- 
trators of his time, passed away July 9, 1931. 

Miss Lucia L. Jaquith, who for more than a quarter of a century was 
superintendent of the Worcester Memorial Hospital, Worcester, Massa- 
chusetts, died May 10, 1931. 

Mr. W. W. Kenney, for thirty-three years superintendent of the Vic- 
toria General Hospital, Halifax, Nova Scotia, died February 5, 1931. 

The Committee on Resolutions of this Association will report appro- 
priate resolutions of respect for our associates. 


National Hospital Day 


The observance of National Hospital Day in 1931 was general in North 
America. Many hospitals overseas set this day apart for special programs 
to which the public was invited. The favorable publicity which was given 
our institutions by the press, over radio broadcasts, and by magazines and 
other publications has done more in maintaining the public faith in and 
the good-will for our institutions than any other single movement has 
done. Particularly gratifying were the scores of editorials in the metropoli- 
tan press commending the work of our institutions and calling to public 
attention the immense value of their services to their communities. The 
publicity given to this day this year was greater than that given to any 
other public welfare movement, with the exception of the Red Cross. 

Newspapers, magazines, and other publications contained more than ten 
~ million words of favorable comment upon our hospitals during the week 


of May 12. 
Hospital Legislation 


The Association has given particular attention, through its Legislative 
Reference Committee, to legislation introduced or enacted in the various 
states or provinces, as well as in the national governments. The advice 
and counsel of the Association relative to legislative matters have fre- 
quently been requested in the past year and the good offices of the Asso- 
ciation have been made available to state hospital associations and to public 
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welfare organizations in connection with matters affecting hospital legisla- 
tion. 
The Association Finances 

The finances of the Association are on a sound basis. During the past 
year the income of the Asseciation has been sufficient to meet all operating 
disbursements. We have purchased $1400 worth of Association bonds at 
par and accrued interest, leaving but $21,800 of the original $60,000 of 
the bond issue outstanding. One thousand dollars has been applied on 
the base mortgage, leaving the total capital indebtedness of the Association 
$70,800, as compared with $110,000 at the time of the purchase of our 
building a little over five years ago. A cash reserve for the payment of 
taxes that are due and unpaid, amounting to $1300, has been set up. The 
Association has no other financial liabilities. 


The Bulletin 


Its official publication, THE BULLETIN oF THE AMERICAN HospPITAL . 
AssocIATION, will, for the first year since its establishment, show a slight 
margin of profit. It has been issued quarterly in its enlarged form and in 
each of the other months of the year has been issued as a monthly news 
bulletin. It now has a circulation of 4,250 each edition. It is growing 
appreciably in interest and value to the hospital field. 

Hospital Library and Service Bureau 

The work of the Library during the past year is of particular importance. 
Its service extends throughout the world. It has added a valuable collec- 
tion of books, hospital plans, and studies, as well as other material, which 
is attracting the interest of hospital people not only in North America 
but overseas. A detailed report of its activities will be presented by the 
chairman of the Library Committee. 

During the past year your board has given earnest consideration to 
many activities directly affecting the welfare of our institutions. The 
hospital field, constituting as it does a national industry, and one of its 
important ones, must have, if it is to function efficiently and successfully, 
the mass interest and mass protection of an active association maintained 
and controlled by the hospitals and hospital administrators. Your board 
approaches the study of these problems with the purpose of giving due 
consideration to every important detail connected with them; it analyzes 
every phase of these problems and arrives, if possible, at a solution which 
will benefit not one but all of our institutions. 
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The Government Program for the Hospitalization 
of the Veterans of Our Wars 

The American Hospital Association is deeply interested in the steadily 
enlarging program of the Government for the construction of large hos- 
pitals, widely separated, involving the expenditure of many millions of 
dollars in construction and the annual expenditure of many more millions 
in maintenance and operation. The financing of these institutions, the 
use of which for the accommodation of the veterans of our wars will 
reach its peak within a few years, is a matter of grave concern, not only to 
our existing hospitals and to the members of the medical and nursing 
profession, but to those responsible for the exvenditure of the Government 
funds. The American Hospital Asscciation is in close sympathy and 
complete consonance with any program which will provide for the sick 
and disabled veterans of our country’s wars the best of attention when 
they are ill, and which will aid in their speedy rehabilitation and recon- 
struction. The Association is in agreement that service disability should 
warrant the disabled soldier the best of hospital care and adequate com- 
pensation during the period of his incapacity. Your Association believes 
that there is no justification for the construction of veterans’ hospitals 
beyond those at present authorized, and that adequate and satisfactory 
care can be provided by civil hospitals already established and in operation, 
with highly trained medical and nursing staffs and equipped with all the 
facilities for the care and treatment of disease or injury. 

The hospitals belonging to this Association, and other hospitals not 
Government-owned, can provide the best possible medical care and hos- 
pitalization to the disabled veteran near his home, without taking him 
from his family or business interest, and, in the aggregate at a cost to the 
Government appreciably less than what it costs to build and operate 
veterans’ hospitals. In those general hospitals of the United States which 
are approved by the national hospital, medical, and surgical associations 
there were available, on September 1, 76,000 vacant beds, the majority of 
which could be placed at the service of the Government for the care of the 
disabled soldiers. The large amounts involved in the cost of construction 
and operation of Veterans’ Bureau hospitals must be reflected directly in 
increased taxation. The Government, through the Finance Committee of 
the Senate, and the Ways and Means Committee of the House of Repre- 
sentatives, is insisting upon the exercise of the greatest possible economy 
in the expenditure of Government funds, and the hospitals belonging to 
this Association, and other hospitals, can make a very large contribution to 
this end by offering their facilities to the United States Government for 
the care of the sick and disabled veterans. 
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Hospitalization of the Celored Sick 

Your board of trustees in keeping with the purposes of the Association 
is interested at all times in extending every aid for the more efficient hos- 
pitalization of the colored sick. A committee from the National Hospital 
Association, a colored organization of hospitals, of which Dr. H. M. 
Green was chairman, outlined the plans for the development of negro 
hospitals and for the care of the negro sick in other hospitals. They came 
to the American Hospital Association for advice, counsel, and support 
and presented their plans for the further development of negro hospitals. 
The improvement in these hospitals, particularly in the South, has been 
due in a very large degree to the work of Dr. Green and his associates. 
The plans submitted by this committee were sound and worthy of support. 
Your board of trustees formally expressed appreciation of the accomplish- 
ments of Dr. Green’s organization and endorsed its efforts. 

The Base Mortgage on the Association Property 

At the time of the purchase of the Association property a mortgage 
was placed, through a Chicago bank, for $50,000 and this has been carried 
for the past three and one-half years as a commercial loan, at a favorable 
rate of interest, and renewed at short-time periods. About one year ago 
the bank advised that it was their desire to have this loan liquidated. The 
efforts of the Association have been confined largely to reducing the bonded 
indebtedness and more particularly as the bank at no time had requested 
a payment of the mortgage. The board is now seeking to refinance the 
loan on a long-time basis and to arrange for its amortization as the income 
of the Association will permit. 

Your board has given consideration to the many suggestions which have 
heen proposed for increasing its service to the hospital field. To this end 
it is arranging a meeting of the presidents of state, provincial, and regional 
associations to informally discuss the problems that are presented to them 
and to the membership of their particular associations, for the purpose of 
developing a better understanding and the closest possible cooperation in 
the efforts of the Association to be of service to our institutions. 


The Future Program for the Association 

Your board has given careful thought to many suggestions received from 
members and others interested in the work of the Association relative to 
the future activities of your Association. Practically all of the proposals 
submitted have merit. The Association is gradually expanding the number 
and the extent of its activities. It must constantly keep in mind the 
limitations that are imposed upor the Association by the revenue the Asso- 
ciation receives each year. The operating disbursements of your Association 
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are carefully budgeted. As rapidly as the funds become available for 
increasing Association activities your board adds to the constructive pro- 
gram which the Association desires to successfully accomplish. 

The purchase of the Association property five years ago made it neces- 
sary to assume a substantial indebtedness which has been reduced to a 
point where it is hoped that it can be financed on a long-term plan and 
that ample provision for the amortization of the indebtedness may be put 
into effect without too serious a drain upon the Association’s operating 
income. The recent taking over of the Hospital Library and Service 
Bureau has entailed an average annual expenditure of a little more than 
$10,000, for the two and one-half years during which it has been under 
the Association’s control. There has been no support of any kind given to 
the Library from other sources. All of its operating budget has been 
provided from the operating income of the Association. 

Your board is confident that as the Association grows in numbers as 
well as influence, one by one many of the activities which should be essen- 
. tially a part of the program of an association of this character will be put 
into full operation. Your board during the past year has given considera- 
tion to the following activities of major importance: 

1. The development of a constructive program of accomplishment for 
the American Hospital Association. 

Your board feels that with a well defined program, which is based upon 
the necessities of the hospital field and which is within the range of 
accomplishment by this Association, may attract to the Association the 
financial support of philanthropists who are interested in hospital develop- 
ment and in hospital progress. To this end the board has authorized the 
appointment of a committee upon a constructive program for the American 
Hospital Association and, after this committee has been appointed and has 
given the subject the thought and consideration that is warranted, its 
conclusions and recommendations will be reported to the board of trustees 
and to this Association. 

2. Criteria ior hospital construction, maintenance, and operation. 

The need for established criteria for hospital operation and _ hospital 
administration is evident. The American Hospital Association is logically 
the organization which should establish such criteria. If this work was 
well done it would solve many of our existing hospital problems, would 
contribute a great deal to the more efficient care of the sick, and would 
provide definite rules of hospital procedure. The hospitals in their clinics, 
their laboratories, their operating rooms and out-patient departments, com- 
prise a great business—the business of preventing disease and making 
and keeping people well. It is the only activity of such large economic 
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importance to the public, in the operation of which the annual expenditures 
approximate a billion dollars, that has no established criteria for its opera- 
tion and administration. 

3. The establishment of a hospital research bureau. 

Ten years ago the board of trustees of this Association gave earnest 
consideration to the establishment of a bureau of hospital research. Prac- 
tically every board of trustees since that time has been greatly concerned 
in providing the ways and means by which this research bureau might 
become an important activity of the Association. It would be of very large 
value to the hospital field, and included in the future program of your 
Association is the establishment and maintenance of a research bureau. 

4. The development of the official publication of the Association from 
a quarterly to a monthly magazine. 


THE BULLETIN OF THE AMERICAN HosPITAL ASSOCIATION has been well 
received, not only by the members of the Association but by the public as 
well. Since its beginning it has been issued quarterly. For the first year - 
since its operation it will show a very small margin of profit. Your board 
has given serious thought to the development of THE BuLLETIN from a 
quarterly to a monthly publication. 

Respectfully submitted, 

THE BOARD OF TRUSTEES 
Lewis A. Sexton, M.D., Chairman 
Pau H. FESLER 
Asa S. Bacon 
WattTerR H. Coney, M.D. 
CarROLyN E. Davis 
NATHANIEL W. Faxon, M.D. 
E. S. GILMorE 
Rev. Maurice F. GrirFin 
GeorcE F. STEPHENS, M.D. 
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THE POSSIBLE EFFECT OF HEALTH 
INSURANCE UPON OUR HOSPITALS 


By G. Harvey AGNew, M.D. 


Secretary, Department of Hospital Service, Canadian Medical Association 


CCORDING TO the [Xth Roman Law, Salus populi suprema lex est, 

the health of the people was the highest law, and today, more 

than ever hefore, health legislation is occupying the minds of our 
statesmen and social leaders. Canada and the United States have many 
valuable assets, but the greatest of these is health. The public realizes 
the value of health today as it has never done before and the masses are 
determined to have the maximum degree of health with the minimum 
expense to the individual. 

Since Germany opened the gates in 1883 to the nationalization of medi- 
cine, this wave has overswept our western civilization until now 24 of ou’ 
leading world countries have made health insurance compulsory and nearly 
as many others have a voluntary system of health insurance. In fact, it 
comes somewhat as a shock to health workers here to realize that the 
United States and Canada are almost the only important countries which 
have not adopted some form of nationwide health insurance.! 

That we on this continent will be required to give this development 
elsewhere serious consideration is becoming increasingly evident. The 
public unrest and discontent over the cost of sickness are very wide- 
spread and hospitals and the medical profession have been subjected te 
much unwarranted criticism by misinformed writers who do not realize 
that the public, not the hospitals, is responsible for some of the less de- 
sirable features of our present system. Labor organizations have been 
advocating some form of “state medicine” (a badly used and misunderstood 
term) for years, the farmers’ organizations in the west have supported 
similar schemes and, here in Canada, our Federal Liberal party has defi- 
nitely endorsed the nationalization of medicine. In the province of British 
Columbia,* compulsory health insurance would be, in all probability, in full 
operation by now had it not been for the unfortunate death of Mr. C. H. 
Gibbons, the secretary of the Royal Commission, and for the present finan- 
cial depression which has made the government hesitant to assume heavy 
financial responsibilities. 

As a matter of fact, we have already many evidences that “the old order 
changeth, yielding place to new.” For instance, the various state and 
provincial workmen’s compensation boards are simply compulsory health 


insurance schemes on a small Scale. Large industries have their own 
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surgeons and their own hospitals, and often the families are cared for as 
well as the workmen. War veterans both here and in the United States 
are cared for at the expense of the country and in both countries free 
hospital care is provided even though the disability may have no relationship 
whatsoever to his war service. Psychiatric patients are cared for by the 
state or the province. Here in Canada we have, in our western provinces, 
municipalities supporting, by taxation, not only the local hospital but the 
local physician who is on a stated salary. In Saskatchewan all tuberculosis 
treatment is free to everyone, the government apportioning a share of the 
costs to the municipalities. And our Federal government finances the 
hospital care of sick mariners from a special levy on ocean freight tonnage. 

I mention this background of converging data to emphasize one par- 
ticular point: our hospitals are vitally concerned with the development of 
health insurance. It cannot do otherwise than affect the hospitals, and it 
is timely that the hospitals heed the situation. 

HOW WILL THE HOSPITALS BE AFFECTED? 

In all probability any scheme of health insurance adopted here would 
include hospital care. It is so in most systems abroad and is a sine qua non 
with the majority of students of this question. It could be anticipated also 
that the hospitals would be paid upon a cost basis, although in many coun- 
tries, such as Denmark and Germany, this payment is far below cost. 
As Sir Arthur Newsholme finds, “This inadequate payment for hospital 
treatment is a general feature of the Continental experience of sick funds.””* 
Presumably this payment would entitle the patient to a standard basic ac- 
commodation and service and, should better accommodation or extras be 
desired, the difference in cost would be borne by the patient himself or by 
his friends. Should such an arrangement come into effect, payments re- 
ceived by the hospitals, for most of the cheaper accommodation at least, 
would be assumed by some central organization rather than by the patient. 

How might this rearrangement of the financial support affect the hos- 
pitals? We can take it for granted that if the government or some com- 
mission assumes the major portion of the financial support of our public 
hospitals, it is quite likely to demand a certain standard of service, in- 
creased clinical facilities, and, if possible, decreased operating costs. Nat- 
urally, when a body or organizaticn foots the bill, it feels that it should 
have considerable say in effecting economies or in demanding services 
quid pro quo. 

COMPLETE HOSPITAL PROVISION REQUIRED 

We could anticipate a demand that hospital service in each community 

he as complete as the local situation requires. Most communities have quite 
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adequate general hospital accommodation, although there are still vast gaps 
in the more sparsely settled areas. But in the great majority of communi- 
ties there is a woeful lack of provision for the convalescent patient, the 
chronic invalid, or the incurable. Our accommodation for the insane is 
inadequate and nobody wants to assume responsibility for the narcotic 
addict or the venereal case. I visit many towns across the country where 
there is little or no provision made for communicable disease; in fact out- 
side of our larger centers the isolation facilities as a general rule are 
utterly inadequate, a situation which in Canada at least reflects badly on the 
municipal authorities upon whem rests the responsibility to provide this 
accommodation. 

This lack of complete provision of hospital service is the natural result 
of our uncoordinated system of hospital erection whereby the initiative is 
left to local philanthropy or enterprise. As a result of this haphazard sys- 
tem we sometimes find, associated with a lamentable lack of special accom- 
modation, a surplus of tiny non-codperating general hospitals in adjacent or 
sometimes the same community, resulting in overlapping and duplication, 
a situation which is costly and fails to provide the diagnostic facilities only 
possible in larger hospitals. 

If we develop a system of health insurance, complete service will be de- 
manded, in the more populous districts at least; also those responsible 
for the financial support will insist upon duplication and overhead being 
reduced to a minimum. Therefore it is not inconceivable, in any radical 
revision of our hospital system, that the extent and type of hospital accom- 
modation for each area may be arranged along a definite preconceived 
and coordinated plan of development, as in certain European countries. 
For instance, in Sweden new construction and all enlargements must be 
approved by the state medical board which has supreme jurisdiction over 
all Swedish hospitals. This development, should it arise, would be of 
much concern to our many public hospitals operating under private boards 
and particularly to hospitals directed by religious orders or denominations. 

However, while Sweden, for example, has taken the commendable step 
of providing hospital care for cases of chronic rheumatism, neuroses, after- 
effects of accidents, etc., institutional treatment in connection with welfare 
work in other countries, as Sir Arthur Newsholme points out, is “ham- 
pered by the limitation of insurance funds, and not completely forthcom- 
ing on public health grounds when patients are unable to pay.’’* Also, in 
France, patients can be sent to a hospital only if absolutely necessary and 
patients are not admitted to a hospital except upon a doctor’s certificate, 
countersigned by the mayor. This is dangerous in the case of an emergency. 

Moreover, the increasing emiphasis which is being placed upon 
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radiological and laboratory diagnosis and the difficulty of supplying reliable 
technical service in the smaller hospitals may result in much greater co- 
operation and affiliation between hospitals in the future. It is quite possible, 
with the better transportation by land and air of today and with some co- 
ordinated system of direction, that ultimately a scheme might be developed 
similar to the military arrangement of casualty clearing stations and base 
hospitals, thus enabling the small rural hospital to provide its patients when 
necessary with the very best in diagnostic and therapeutic care. In 
Australia in the remote Queensland districts, the Australian Inland Mission 
(A. I. M.) operates a most valuable “aérial medical service.” If the 
patient at the outpost cannot be removed to the central hospital, a skilled 
surgeon is carried by plane to the patient. 
POSSIBLE EFFECT UPON PRIVATE SUPPORT 

All of these possible developments would spell encroachment upon the 
prerogatives of private boards of public-spirited. citizens who now give 
unstintingly of their time in the interests of our public hospitals. If it is 
possible to make a comparison with the situation abroad, admitting that 
the hospital system is not exactly parallel, we may logically anticipate a 
definite decline in the number of hospitals under voluntary boards and a 
corresponding increase in the number of civic or municipal hospitals. 

In Germany, the percentage of state- or municipal-controlled hos- 
pitals has steadily risen until now 88 per cent are under public control. 
In Denmark and in Norway practically all hospitals are under state, county, 
or municipal direction. In Austria only the wealthy patronize private nurs- 
ing homes; all others go to municipal hospitals. Spain has practically no 
private hospitals, nor have Poland, Egypt, and many of the South Ameri- 
can countries. Holland still has a number of privately operated hospitals 
under the direction of religious‘ bodies, but the majority are municipal 
hospitals. Switzerland is more like Canada and the United States, inasmuch 
as each canton has its own system. However, nearly all hospitals are un- 
der cantonal government. In Belgium and in many other countries the 
mutualités or societies have set up their own hospitals and sanatoria. 

What effect would this evolution have upon private philanthropy? We 
can judge from our present experience with municipal or civic hospitals. 
Although the principle is sound that hospital deficits should be borne by 
the many, not by the generous few, the fact remains that civic hospitals, 
with a few exceptions, receive very few donations or private contribu- 
tions. This decline in philanthropy is a greater loss than most hospitals 
realize and there is general agreement that private philanthropy would de- 
crease markedly under a system of health insurance. 

This possibility is causing considerable anxiety to the voluntary hospitals 
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in Great Britain at the present time, for it is thought that the recent eleva- 

tion in status of the County Council Hospitals, the old poor law hospitals, 

will reduce the subscriptions to the voluntary hospitals. Already many 

of these voluntary hospitals, formerly almost entirely public, are preparing 

fer the rainy day by developing wings or pavilions for private patients.’ 
POSSIBLE EFFECT UPON TYPE OF CONSTRUCTION 


With the adoption of health insurance, we would see developed a new 
intermediate scrvicé to accommodate the majority of these insurance pa- 
tients, for, with the paying (or paid for) public ward patients separated 
from the charity patients, there would not be such a demand, in all likeli- 
hood, fer exclusive accommodation; nevertheless, something better than 
the public ward would be required. Already we see some of our compensa- 
tion boards insisting that hospitals provide special wards—really semi- 
private rcoms—for their cases. I would not hesitate to predict that much 
of the hospital accommodation of the future will be composed of small, 


well equipped wards of three or four beds—actually semi-private accom- 





modation. Also the introduction of health insurance into Great Britain 
greatly increased hospitalization. It has been noted also that there is 
frequently an increase in out-patient department work. In England many 
more patients are being referred to the out-patient clinics for specialist 
advice.* Therefore the erection of new, or conversion of old, accommoda- 
tion would be an early demand upon a great many of our hospitals. 

THE EFFECT UPON THE MEDICAL STAFF 

What about the medical staff? Altogether apart from the effect on his 
private practice, the doctor would be much concerned over his hospital 
relationship, for with the inevitable increase in hospitalization the prac- 
titioner would be very anxious to retain or obtain hospital privileges. 

The present tendency of larger hospitals here is to limit hospital practice, 
especially on the public wards, to certain practitioners of proven ability. 
While this process of exclusion may be overdone in some hospitals, it is, 
nevertheless, a necessity in teaching hospitals and has been found ad- 
vantageous to the patients in certain others. Also, compensation boards, 
industrial concerns, and insurance companies favor the concentration of 
their work into a few hands. 

This tendency to limit certain privileges would most likely be increased 
under a health insurance scheme. Again we must consult precedent else- 
where. Germany affords us an interesting study." There the large majority 
of the hospitals are closed and the hospitals or services are under a full- 
time “head doctor” with one or more assistants. Although the chief is a 


full-time man, he is allowed to do a little private practice. However, he 
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must take his private patients to a private clinic, not to his own hospital. 
Vacancies in larger hospitals are filled by advertisement, not by promotion 
Salaries are small, especially for assistants, and marriage must be delayed. 
In some Bavarian hospitals the doctor is remunerated by receiving 10 
per cent of the hospital charges to the patient. In some hospitals all private 
fees are taxed. There’ are private clinics but socially insured patients 
cannot attend them. 

A great deal of the staff doctor’s time is consumed in keeping up records. 
This is irksome to the doctor who is not interested in the clinical side of 
the work. His training has been a scientific one and he is devoting his 
time to the consideration of diseases which, unfortunately, seldom recog- 
nize any rules or regulations. As Kerschensteiner points out,’ “Highly 
trained medical men are kept busy—wasting valuable time—do‘ng routine 
work.” 

Also there is a tendency for such a scheme to break down the personal 
relationship between doctor and patient. This has caused much adverse 
comment in both England and Germany. In most cases patients are sent 
from their family physician (in whom they have confidence) to an un- 
known specialist. This lack of what one German writer characterizes as 
“the human touch” has resulted in a tremendous increase in quacks— 
one to every four regular practitioners. “The system is used not for ob- 
taining health, but doles.” It has increased sickness and prolonged con- 
valescence. Ancther feature is that the rapid increase of polyclinics or 
ambulatories has seriously affected private practice.’ This is bad for the 
patient, since diagnosis is hurried, there is no continuity of medical super- 
vision, and the patients lose a great deal of time. 

Perhaps many of these difficulties could be overcome on this continent, 
but it is quite probable that an effort would be made—and perhaps rightly 
—to limit certain technical therapeutic or operative procedures to specialists 
in these fields. Also, because of the great possibilities for malingering 
or fraud—much greater in medical cases than in the traumatic cases 
handled by the compensation boards—an extensive system of consultation 
or review boards would be imperative. Therefore, to your medical staffs, 
this matter of health insurance is one of vital importance. 

What effect would it have upon our university hospitals and our medical 
schocls? Many university teachers anticipate a falling off in the number of 
indigent patients available for the demonstration of pathology—patients 
who thus repay in small part for the skilled treatment gratuitously given. 
Would university hospitals come under the government as in Denmark 
where the Rigshospital or university hospital is under the Minister of 
Education and where the hospital doctors are state doctors? In Sweden the 
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superintendent is chosen from amongst the attending doctors and is ap- 
pointed by the government. In Germany the insurance companies are 
bringing pressure to bear on the medical schools to place more emphasis 
on teaching for insurance practice.! 

These are but a few thoughts that come to mind upon this subject of 
health insurance and its possible effect on hospitals. It is not likely that we 
shall ever duplicate here the systems developed abroad, but there is no 
doubt but that further radical changes may be anticipated in our own 
methods here. In this address I may have emphasized some of the less 
desirable features of health insurance; it is only fair to point out, however, 
that much good has been accomplished by these developments and it is 
noteworthy that no nation has ever abandoned the scheme, once it has been 
inaugurated. Mistakes have occurred and hardships and injustices have 
arisen but these experiments are still young. As Sir George Newman so 
well expressed it in the 1930 Halley Stewart lecture,’ “Speedy methods of 
social amelioration have at all times in history brought their own complica- 
tions and trouble with them. A nation is not a machine which can be 
speeded up, it is a living organism which grows.” It is very timely that 
our hospital associations should consider this subject very seriously—not 
that we desire to hasten the precipitation of an experiment fraught with 
many potential dangers, but because we, as hospital workers, should be 
prepared, on behalf of the hospitals and their future patients, to be of 
constructive assistance in the moulding of public opinion and legislative 
action. 
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STATISTICAL ANALYSIS OF 2396 REPORTS 
SHOWING ADMINISTRATIVE AVERAGES AND TOTALS BY STATES 


: By J. S. PARKER 


beds, out of the total of 955,869, the large majority of which were 
general and special hospitals and non-tax supported, presents many 
interesting features. It shows a very definite reduction in total bed occu- 
pancy, in a majority of the institutions a marked reduction in operating 
costs, in practically all a larger demand for free service, and a. marked 
increase in the admission of patients who are unable to pay for hospital 


A STUDY OF THE REPORTS Of 2,396 hospitals with a capacity of 463,480 


care. It reveals a decidedly decreased revenue from private patients and 
patients who are able to pay at least a part of the cost of their hospitaliza- 
tion and a greatly lowered occupancy in private and semi-private rooms. 

While there is a sizeable number of state, city, and county institutions 
included in this study, the majority of the hospitals and the largest num- 
ber of hospital beds included are dependent upon the earnings of the 
hospitals and the support given by private philanthropy for their continued 
operation. 

. Of particular interest is the evidence of the successful effort which the 
reporting hospitals have made in keeping up their standards of efficiency. 
This is well illustrated in the increase in the number of autopsies, in the 
maintenance of nurse training schools, properly organized laboratories, well 
equipped dietary departments, the increase in the number of social service 
departments, and the growth of occupational therapy in these institutions. 
The fact that 68.7 per cent of these hospitals have organized staffs is of 
special significance. 

Of the 2,396 hospitals reporting, 1,729 forwarded the information re- 
quested in a complete form, and this study was based upon these reports 
for the fiscal year ending June 30, 1931. 

Decreased costs of management were a significant aid to the ability of 
American hospitals to weather the depression year of 1930, according 
to 2,315 reports made to the American Hospital Association by both 
members and non-members of the organization. Out of 1,950 institutions 
which answered the question concerning decreased costs, 792, or 40.6 per 
cent, reported decreased costs; 453, or 23.2 per cent, reported increased 
costs; and 705, or 36.2 per cent, reported no change in costs. Stated in 
other words, only 23.2 per cent reported increased costs as against 76.8 
per cent which reported no increase in costs. The average cost per 
patient-day for 1,729 hospitals which reported on this item was $4.38. 
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Other results of the financial stress during 1930 show themselves in 
lowered bed occupancy of the institutions and in a shorter duration of 
stay for patients. Whereas in other years the average duration of stay 
for general hospitals has approximated 12 days, this year it is 10.93 days. 
Likewise the percentage of occupancy has usually been greater than 65 
per cent, but this yearit has dropped to 62.36 per cent. The significance 
of this occupancy average is still greater when we remember that the 
figures include a number of government hospitals and custodial institu- 
tions whose occupancy is nearly 100 per cent; thus the occupancy in other 
hospitals must have been low, to bring the average to a level of 62.36 
per cent. 

But in spite of financial difficulties, the institutions have not lowered 
their standards of service nor lost their technical excellence. The reports 
on institutional deaths and autopsies show that for 2,129 hospitals the 
percentage of autopsies was 24.5. Departmental services continued without 
serious curtailment. Students of nursing problems will be interested 
to note that there was an increase in the enrollment of student nurses in 
569, or 72.8 per cent, of the 781 schools reporting on this subject. 

The data submitted in the reports for 1930 have been divided into six 
different groups, and are summarized by states in the following six 
tables: 

Table 1—Costs and Charity Work 

Table 2—Disbursements 

Table 3—Patients and Occupancy 

Table 4—Departments and Schools of Nursing 
Table 5—Autopsies and Institutional Deaths 
Table 6—Clinical Classification of Beds 


Detailed discussions of the findings in each group follow. 

Costs of running hospitals vary widely not only among the various 
clinical and control classifications of institutions, but also within these 
special groups. But when the costs of hospital operation in any given 
state are averaged regardless of type, a general picture of the costs in 
that section of the country is presented. Table 1 shows these average 
costs for each state. 

Analysis of this table discloses that eight states have average patient- 
day costs cf more than $5.00. Wyoming’s cost of $5.90 is an average of 
only 6 hospitals, probably too small a number for a general average. The 
same applies to the average cost of $5.47 reported by 9 hospitals in the 
District of Columbia. Omitting these two states, the following six states 
have the highest costs: California, $5.18; Connecticut, $5.08; Florida, 
$5.70; New York, $5.23; Ohio, $5.72; Rhode Island, $5.47. One might 
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naturally expect Illinois and Pennsylvania to be in this group of high-cost 
states. Illinois’ cost is nearly within the class—$4.95. Pennsylvania’s cost 
is $4.64. 

At the other end of the range, 13 states, all told, report average costs 
of less than $4.00 per patient-day. Four of these states have costs which 
are so near $4.00 that they should not be included with other low-cost 
states. They are as follows: Kentucky, $3.97; Minnesota, $3.97; North 
Carolina, $3.98; Oregon, $3.96. Three have averages based on so few 
reports that it would be unfair to include them. They are as follows: 
Arizona (six reports), $2.25; Nevada (two reports), $1.79; New Mexico 
(six reports), $3.02. Excluding these seven states, there remain six which 
may properly be considered as low-cost states: Maine, $3.86; Montana, 
$3.88; North Dakota, $3.57; South Carolina, $3.87; Washington, $3.91; 
and Canada, $3.54. It is interesting to note that with the exception of 
Maine, North Carolina and Canada, the low-cost states are in the North- 
west. a 

These costs for all types of hospitals, as one would naturally expect, are 
lower than those for general hospitals alone. The American Hospital 
Association survey published in 1929 disclosed a cost of $5.32 for 676 
general hospitals. 

That the hospitals have met the emergency period by reducing costs 
of operation in their institutions is proved by the figures contained in the 
first paragraph and summarized below for convenient reference : 


Number of Percentage 

Hospitals of Hospitals 
ee nn em meen it 453 23.2 
ee: ree ee ee heresy 792 40.6 
Pie Chane I COMS 6 i. Shan ancanwes 705 36.2 
Total hospitals reporting ........... 1,950 100.0 


These cold figures tell nothing of the retrenchments, the heart-breaking 
worry of superintendents, the effort to maintain high standards of service, 
the need at times to risk an organization’s efficiency by cutting out workers 
or combining jobs, and all the other expedients to which hospital adminis- 
trators have been forced in order to balance their budgets. But the vital 
fact remains: no matter how difficult the process may have been, costs 
have been cut and the able managements of these institutions have met a 
financial crisis just as they meet daily crises in ministering to sick sufferers. 

It must be remembered that these accomplishments have been achieved 
in the face of perhaps the greatest demand for charity service in the his- 
tory of hospitals. Reports of 1,494 hospitals show that in these institutions 
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TABLE 3—PATIENTS AND OCCUPANCY 
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the average amount of charity work was 33.2 per cent. Included are a 
number of governmental eleemosynary institutions. The eleven states 
which did more than 40 per cent free work, on the average, together with 
the percentages of charity for each, are as follows: Arizona, 49.8; Cali- 
fornia, 43.7; District of. Columbia, 40.9; Maine, 43.6; Maryland, 51.6; 
Nevada, 98; New Jersey, 52.3; New Mexico, 40.3; Pennsylvania, 42.9; 
South Carolina, 55.4; Washington, 41.6. The Nevada figure is not rep- 
resentative because it is derived from only one out of six hospitals in that 
state. Only five states have an average of less than 15 per cent charity 
work. These groups and their average charity percentages are as follow: 
Kansas, 14.3; North Dakota, 9.7; South Dakota, 10.2; Vermont, 12; 
Wyoming, 13.8. In this list the Wyoming figure is the only one open 
to questicn: it is an average based on only four reports from 16 hospitals. 

An attempt was made this year to discover the charity demand of the 
institutions as opposed to the work actually done. Some reported the per- 
centage by which the demand had increased, while others gave such com- 
ments as “Greater,” “Increased,” “Great increase,’ etc. The reports 
show clearly that there has been a considerable increase in the demands 
for charity service made upon the nation’s hospitals during 1930. 

In view of reduced costs, lowered occupancy, and the shorter duration 
of stay of patients, one would expect the disbursements of the hospitals 
to decrease also. But in fact the average disbursements per hospital this 
year are about the same as last year. The data on this subject, listed in 
Table 2, cover 1,749 hospitals with 378,831 beds. Total disbursements of 
these institutions were $304,227,692.77. Average disbursements per bed 
for the entire group were $765.65 and average disbursements per hospital 
for the entire group were $131,671.86. Average disbursements per hos- 
pital for the previous year were $131,288.24. The correlation is remarkably 
close in view of altered conditions. 

Four states—California, Illinois, New York, and Pennsylvania—re- 
ported total disbursements of more than $20,000,000. Three states—Ari- 
zona, Nevada, and New Mexico—reported total disbursements of less than 
$300,000. 

Eight states 
Ohio, Tennessee, Wisconsin, and Canada—reported average disbursements 
per bed of more than $1,000. Six states—Arizona, Michigan, Nebraska, 
Nevada, Oklahoma, and Utah—reported average disbursements per bed 
of less than $500. 

Six states—California, District of Columbia, New Jersey, New York, 
Rhode Island, and Canada—reported average disbursements per hospital 
of more than $250,000. Seven states—Idaho, Mississippi, Montana, North 








Colorado, Connecticut, Delaware, District of Columbia, 
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TABLE 4—DEPARTMENTS AND SCHOOLS OF NURSING 
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Dakota, Oklahoma, South Dakota, and Wyoming—reported average dis- 
bursements per hospital of less than $50,000. 

Students of hospital economics have long emphasized the close inter- 
relationship between the occupancy of an institution and its cost per 
patient-day. The occupancy figures secured in this survey are important 
for this reason as well as for their general interest. The data of Table 3 
are based on reports covering a total of 197,575 admissions and 2,159,481 
patient-days. The average duration of stay for each state as well as the 
average percentage of occupancy is shown. 

Any state which shows an average percentage of occupancy of less 
than 50 must be hit hard by the depression or have a low economic level or 
both. Analysis of the state averages shows that five have dropped below 
this minimum, as follows: Georgia, 48.39 per cent; Mississippi, 48.21 
per cent; Montana, 48.25 per cent; North Dakota, 43.87 per cent; and 
Wyoming, 45.60 per cent. 

On the other hand, seven states report an average occupancy of more- 
than 70 per cent, which must be considered good for 1930. They are as 
follows: District of Columbia, 75.33 per cent; Maryland, 70.19 per cent; 
Nevada, 70.25 per cent; New York, 72.40 per cent; Rhode Island, 73.62 
per cent; Washington, 74.40 per cent; and Canada, 80 per cent. 

For the entire country, the average occupancy was 62.36 per cent. 
This compares with 64.12 per cent for the previous year and with 71.28 
per cent for the year 1928. It compares with the following percentages 
for general hospitals reported in the annual censuses of the American 
Medical Association: 1930, 64.7 per cent; 1929, 65.5 per cent; 1928, 69 
per cent. 

As an indication of the way in which the duration of stay has been 
lowered, consider the fact that six of the states show an average duration 
of stay of less than nine days, as follows: Alabama, 8.30; Mississippi, 
7.79; New Mexico, 7.71; North Dakota, 8.58; South Dakota, 8.21; 
Wyoming, 8.66. On the other hand, 13 states have an average duration 
of stay of more than 12 days, as follows: California, 13.16; Colorado, 
13.05; Connecticut, 13.33; Kentucky, 13.09; Maryland, 12.26; Missouri, 
12.12; New Hampshire, 12.36; New York, 12.69; Pennsylvania, 12.65; 
Rhode Island, 13.62; Washington, 13.59; Wisconsin, 13.25; and Canada, 
14.54. 

Table 4 gives the number of hospital departments for each state and 
their percentage to the total number of hospitals included in the survey. 
Thus the extent to which these hospitals have developed their depart- 
mental organization may be measured. It is most interesting to note that 
68.7 per cent of the reporting institutions have organized staffs, 63.8 per 
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TABLE 5—AUTOPSIES AND INSTITUTIONAL DEATHS 
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cent have pathological laboratories, 57.6 per cent have dietary depart- 
ments, 48.8 per cent have schools of nursing, 41.1 per cent have out- 
patient departments, 24.4 per cent have social service departments, and 
20.1 per cent have occupational therapy departments. 

Because of the widespread interest in recent years in the problem of 
nursing education, the data developed in this survey concerning schools 
of nursing will be especially interesting. Most significant is the disclosure 
that of the 781 schools of nursing reporting on increase or decrease in 
their enrollment, 569, or 72.8 per cent, increased their enrollment. Only 
212, or 27.2 per cent, decreased their enrollment. 

Present enrollment was reported by 1,103 schools of nursing. The 
total enrollment of these institutions was 61,500, an average of 56 for each 
school. States with an enrollment of 2,500 or more are as follows: Cali- 
fornia, 2,800; Illinois, 4,349; Massachusetts, 3,733; Minnesota, 3,073; 
New York, 8,701; Ohio, 3,199; Pennsylvania, 7,414. States with an 
average enrollment of 75 or more per school are as follows: California, | 
82: District of Columbia, 78; Indiana, 75; New York, 78; Rhode Island, 
86; and Canada, 104. 

One of the common indices of the scientific nature of a hospital’s work 
is the percentage of autopsies to institutional deaths. The data listed in 
Table 5 show a total of 201,815 institutional deaths in 2,129 hospitals. 
There were 49,572 autopsies performed in these institutions. These figures 
give an average autopsy percentage of 24.5, which places these institutions 
well above the minimum requirement of the American Medical Asso- 
ciation—15 per cent. 

Measured by this standard and by the incomplete data returned in this 
survey, the 12 states which follow are defective in their scientific post- 
mortem work: Arkansas, 10.4 per cent; Delaware, 7 per cent; Idaho, 10 
per cent; Mississippi, 4.8 per cent; Montana, 13.6 per cent; New Hamp- 
shire, 3 per cent; New Mexico, 10.6 per cent; North Carolina, 12.2 per 
cent; Oklahoma, 9.7 per cent; South Dakota, 7.3 per cent; Vermont, 9 
per cent; and Wyoming, 5.4 per cent. The following six states show 
autopsies of 30 per cent or more: California, 32.2 per cent; Colorado, 
33.3 per cent; District of Columbia, 45.6 per cent; Minnesota, 42.2 per 
cent; Oregon, 30.6 per cent ; and Canada, 30.6 per cent. 

Careful analysis of the table shows that the states which have high 
percentages of autopsy are not always the states with the greatest number 
of institutional deaths. Examples are the District of Columbia and Minne- 
sota, both of which have percentages of more than 40. The scientific 
standards of certain large institutions in these districts may influence the 
percentages. Neither of these divisions is within the following group of 
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TABLE 6—CLINICAL CLASSIFICATION OF BEDS 
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states which reported more than 10,000 institutional deaths: California, 
14,178; Illinois, 16,050; New York, 31,985; Ohio, 10,933; and Pennsyl- 
vania, 23,563. 

These figures may be compared with those in the report of the American 
Hospital Association committee on postmortem examinations, submitted 
at the New Orleans convention. That report shows that 2,717 hospitals of 
all classes had 49,648 autopsies for 6,194,050 patients. Using 3 per cent 
as the average mortality figure, the total mortality in these hospitals was 
205,820. These figures yield an autopsy percentage of 24.1—an average 
which correlates remarkably closely with that compiled this year. In the 
same committee report, it was brought out that 854 general hospitals, 
members of the American Hospital Association, had 24,799 autopsies for 
2,388,074 patients. Using 3 per cent again as the average mortality, the 
total mortality is 68,642 and the autopsy percentage is 36.1. 





Table 6, which shows the clinical classifications of beds for each state, 
requires little explanation. One would naturally expect the mental hos- 
pitals to show the greatest percentage, which is 38.3. General hospitals 
have the next largest number of beds, 32.9 per cent of the total. These 
groups together have 310,914 beds, or 71.2 per cent of the total number of 
heds classified in this division of the study, 436,390. 

Readers interested in the ranking of particular states in these classifica- 
tions—or in any of the other items covered in this survey—may find the 
information in the tables. These tables do not show complete figures for 
all hospitals in each state, but they do show the figures for representative 
numbers and afford an acceptable cross-section. Because of the typical 
nature of the institutions, the findings are an indication of what studies 
among all similar hospitals would show, at least so far as the averages are 
concerned. 
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HOSPITAL SERVICES FOR WELL 
CHILDREN 


WHAT THE HOSPITAL PROVIDES AND HOW ITS USEFULNESS 
CAN BE BROADENED 


3y LeRoy A. Wirkes, M.D. 
Director, Division of Medical Service, American Child Health Association 
OR 7HE PURPOSE Of this discussion, attention is to be centered upon 
the provisions found in the hospital which are not usually assumed 
elsewhere, that is, good organization, adequate equipment, and quar- 
ters especially designed for specific purposes. 

This discussion suggests the great potential advantages which the hospital 
offers to the public, to the public health administrator, and to the medical 
profession itself, for the practical application of proven preventive 
measures, 

Preventive medical practice or health service should begin even before 
birth, in the prenatal clinic, and be continued throughout life. Periodic 
health examinations afford an opportunity for the earlier discovery of dis- 
‘ases and defects. Individual advice and demonstration as to preventive 
measures beneficial to the patient are most effective. 

The idea of a hospital as a health center as well as a curative institution 
should be established in the minds of the people. 

Supervising and protecting the health of infant, preschool and school- 
age’ children are fundamental in a preventive medical program. Every 
general hospital should make available such a preventive service for pri- 
vate, semi-private, and charity cases. In the semi-private class are those 
children who can be cared for in groups at low cost per capita, as in im- 
munization against diphtheria. 

This seems to be the next logical step in the development of hospital 
service if the hospital is to play its part in the expanding health program 
of the community. : 

As a demonstration the public health departments have done yeoman 
service in initiating and developing preventive medical services for. chil- 
dren. The hospital can put its facilities at the disposal of private prac- 
titioners for those patients who can pay for such service. 


'T have included the school-age group in the hospital health center program because while 
the public schools are at present doing a certain amount of medical inspection of the pupils on a 
rather extensive scale, it is a very exceptional thing to find a “health examination” being con- 
ducted in schools which could be considered worthy of the name. The medical work in the 
public schools began as a frank inspection to discover early signs of contagion and has not gen- 
erally progressed in technique beyond this inspection stage. The schools are for the purpose of 
education, and to call the present day medical procedures in school “health examinations’”’ is 
unfair, and decidedly poor education. 
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The hospital and the physician are closely allied in curative service and 
they must also be allied in preventive work. An economic health preserva- 
tion service requires good equipment and organized effort. Such hospitals 
as are ably administered by executives with business training and experi- 
ence can provide complete service. The economy and efficiency of handling 
individuals requiring similar treatment at specific hours, in especially de- 
signed and equipped quarters and with adequately trained assistants, has 
repeatedly been demonstrated. The hospital authorities hold the respect 
and confidence of both the public health officials and the private practi- 
tioners and can lead the way in showing how the private physician can 
give preventive services to his patients at reasonable cost and thereby 
extend his usefulness and relieve the health department. Such preventive 
service will be mutually acceptable and beneficial to patients, physicians, and 
public health executives. The idea of specialized equipment and organiza- 
tion for the private practitioner is not new. 

The present tendency on the part of physicians to overspecialize is an 
effort in the direction of getting services for similarly affected persons. 
Specialized equipment and quarters are essential to economy and efficiency, 
and all this the hospital provides. 

The general practitioner in the smaller cities and towns will find these 
specialized facilities in the hospitals in his locality, and will soon realize 
that the organized work of a hospital will greatly increase his efficiency 
and enable him to more satisfactorily serve a greater number of patients 
in a given time. Thereby the patient will secure better service at lower 
cost and the income of the physician will be increased. The hospitals have 
here an enormous opportunity and obligation in the field of preventive 
medicine. 

ORGANIZED PREVENTIVE MEDICAL PRACTICE IN COMMUNICABLE DISEASE 

Organized service in hospitals is especially adaptable to such preventive 
measures as vaccination against smallpox, and inoculations against diph- 
theria, typhoid fever, scarlet fever, and colds. Large numbers of patients 
can be vaccinated and inoculated at the hospital by the physician in an 
hour’s time when all the facilities are made ready at the hospital before he 
arrives. The vaccines and sera on hand here are kept fresh and potent 
until they are needed. Private patients can be booked in groups by their 
physicians for definitely appointed hours at the hospital. A service charge 
can be made to the physician by the hospital. 

It has long been the custom in the public schools to gather children 
together for immunization at appointed times. It has been repeatedly 
demonstrated that a single doctor and nurse can in an hour protect 100 chil- 
dren against diphtheria. 
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e 
Against such efficient and effective procedure the private practitioner 


has often vainly protested, instead of recognizing and adopting the prin- 
ciple of organized care of patients by appointment in groups for specific 
services. Here is the opportunity of the hospital to come to his aid and 
offer to him the facilities which he requires for such work, and to demon- 
strate to him the economy and efficiency of using organized service and 
special equipment for the preservation of the health of his patients as well 
as for the cure of disease. 


HEALTH EXAMINATIONS 


The value of periodic health examinations lies in the significance of the 
changes noted at each subsequent examination as interpreted by the fam- 
ily physician, rather than in the findings at any particular examination, 
important as the latter may be at any time. 

The health examination, to be of greatest value to the patient, should be 
held at a place where the patient can conveniently have x-ray and labora- 
tory tests, as well as such other aids as medical science offers to the 
examining physician. Too often patients are put to great inconvenience 
in being referred to several different addresses for supplementary tests and 
special examinations. The tests are often made on different days, and 
many patients get discouraged, and fail to have the’ examination com- 
pleted. The Medical Arts buildings in the larger cities are becoming 
popular, in part due to the convenience they afford. In the smaller cities 
and towns the hospital can offer similar facilities to the physicians of the 
community. Such an arrangement is in effect in Hanover, New Hampshire. 

Offices furnished and equipped could be rented to physicians for specific 
hours and arrangements made for the use of special equipment needed 
only occasionally, such as oxygen and nitrous oxide. Thus the medical 
cost is cut for both physician and patient. 


RESEARCH 


Research should be carried on in the hospital to develop aids in the 
measurement of health status similar to those now available to determine 
the degree of illness. 

It can now be determined with reasonable accuracy how ill a person is, 
but there are today no satisfactory criteria for determining the degree 
of health possessed by a person at any given time. If reliable measures 
of variation in the degree of health can be found, periodic health examina- 
tions will show them as well as signs of defects or disease. Reliable meas- 
ures of the rate of growth and development in children taken periodically 
as part of the health examination will give valuable data. There is a 
fertile field for research in biometrics, biochemistry, physiology, and 
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kindred subjects relating to growth and development. Already such re- 
search is being conducted in the University of Colorado medical school 
and in other universities. 


RECORDS 


Hospital records will need to contain two types of data which are usually 
quite distinct, that is, clinical data and research data. Clinical data are 
not sufficient for research study and the form and content of the record 
must be approved by both the clinician and the research person in order 
to he of most value to the hospital in this broader field of service. 
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Menorah Hospital Dedicated 

Menorah Hospital, Kansas City’s newest institution, erected at a cost of 
$1,250,000, was dedicated on August 29. This hospital, sometimes referred 
to as the Jewish Memorial, is one of the finest equipped medical structures 
in the United States and is the culmination of years of dreams, hopes, 
determination, plans, and work by a group of Kansas City’s leading Jews. 
The cornerstone was laid by Rabbi Harry H. Mayer. 

Ninety-five per cent of the cost of construction of this hospital was 
contributed by the Jewish people of the city, yet Menorah will minister to 
the suffering of all creeds. 

Miss Beryl B. Anscombe is superintendent of the institution. 
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WINDOW ACCIDENTS 


By Asa S. Bacon 
Superintendent, Presbyterian Hospital, Chicago 


HE TELEPHONE on the superintendent’s desk rang and an excited 

voice said, “Mr. X. just jumped out of the window in Room R. and 

his body lies in the court.” Nothing gives a hospital superinten- 
dent a greater shock than a message of this kind. As the height of the 
modern buildings has increased so has the mortality from window falls. 
The tall buildings have appealed to many persons of suicidal intent as a 
quick, painless, and sure method of self-destruction. These men and 
women probably account for more than half the fatalities. Of course 
many of them would find some other means to their purpose if they 
were denied the convenience of the third or the forty-third story window ; 
on the other hand, others would doubtless have their purpose blocked until 
such time as a normal outlook on life returned. 

But how about the accidental falls, for there are more of these than one 
realizes. Dizziness from looking out of a high window is not uncom- 
mon. Neither is an uncontrollable impulse to jump, experienced by even 
the most normal person at times. This is not, strictly speaking, suicide. 
It is momentary vertigo induced by the great height and open window 
and should be classified as an accident. Then there is a large percentage 
of pure accidents. A person feels slightly ill or dizzy in a hot room, goes 
to the open window, and falls out. Others, especially hospital patients, 
due to their illness and confused minds, mistake the open window for a 
door. There are children and old people who are not sufficiently alert to 
avoid the danger of the open window. Deaths from window falls, both 
accidental and suicidal, have always been a source of worry to hospital 
authorities. Despite the closest supervision patients whose mental and 
physical faculties are impaired will go to a window and open it with a 
vague idea of finding relief from pain and discomfort and probably fall 
out. Others are depressed and take the window as a speedy means of end- 
ing their suffering. Nurses and doctors should always be on the look- 
out for the latter and at the slightest hint of self-destruction in the patient’s 
thoughts, bars should be placed on the windows. 

Sometimes the hospital patient becomes weary of lying in bed and is 
overtaken by a wave of homesickness. The result is an attempted escape 
from the institution by way of the window, stairs, or fire escape. There 
have been numerous instances of-this; sometimes the individual actually 
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succeeds despite the vigilance of the nurse and lack of clothing, even in 
midwinter. 

While it is difficult to get accurate figures a special tabulation of deaths 
from falls in 1928, recently made by the U. S. Census Bureau, shows a 
total of 530 deaths from window accidents. The National Safety Council 
also has very interesting information as to the death rate from falls. 
While the classification does not sufficiently classify them so as to deter- 
mine the actual number of deaths due to window falls it shows a slight 
increase in the total deaths from falls of all kinds since 1927. It also 
shows the wide range of ages. Up to the age of forty they are less than 
10 per cent of all accidental deaths. From forty to sixty years they range 
up to 15 per cent. After this point they advance rapidly. 

In compiling the number of deaths from window accidents reported in 
the Chicago newspapers for the year ending July 1, 1931, which total 
ninety-six, I find that 55 per cent were persons from twenty to forty years 
of age. Compare this 55 per cent with the 10 per cent death rate due. to 
falls of all kinds of persons from twenty to forty years of age. I think 
this indicates that deaths from suicidal intent are more numerous among 
those under forty. 

The number of window fall deaths reported in the Chicago newspapers 
are deaths that happened in various cities (not all Chicago accidents). | 


have classified them as follows: 


Hotels ....... Aas War RN SO CORE Sib veide cae ees 4 
PIERS i bss he Be ESS eae see eee 50 
NE S's Kako wie ons sae o 2 ek Se ee ee ee 42 
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96 96 
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Twenty-six of the ninety-six were suffering from some illness which, 
no doubt, contributed to their thought of taking the window jump, while 
fifty-one were frankly suicidal and nineteen were accidental. 


How can window falls be prevented? By bars? Yes, but everyone re- 
sents bars, even the normal and healthy. In hospitals they tend to further 
depress the patient. 

When constructing a new building it is very easy to install windows that 
prevent accidents, without the installation of bars. I had such win- 
dows installed in our new wing seven years ago and have not had a single 
accident from rooms so equipped. These windows are inexpensive and 
are not patented. The upper and lower sashes are divided into sections 
so that by breaking a glass pane it does not permit a large enough opening 
for a person to go through. A fly screen, with divisions, is locked on 
the bottom sash and works up and down in a groove on each side. This 
prevents jumping out of the window opening when it is up. The window 
washer is the only person who has the two keys it requires to unlock the 
screen from the window. Architects, building consultants, and window 
manufacturers have given a great deal of time, thought, and money to solve 
-the problem of light and ventilation but very little has been done to 
prevent window accidents, and most of these deaths are preventable if 
windows are properly constructed. 





The Hospitals in West Virginia 


The annual maintenance cost of fifty-four hospitals and sanatoria in 
West Virginia, exclusive of state supported institutions, is $3,783,000. The 
hospitals in this state in 1931 admitted 78,262 patients and treated 232,574 
in their out-patient departments. West Virginia hospitals pay each year 
more than $25,000 in state, county, and district taxes. Thirty-eight of the 
fifty-four hospitals pay taxes, while sixteen are tax-exempt. 
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WHAT PLACE HAS RESEARCH 
IN THE HOSPITAL? 


By W. J. Merwe Scort, M.D. 


Associate Professor of Surgery, The University of Rochester School of 
Medicine and Dentistry, Rochester, New York 


EARLY EVERYONE has heard the remark about some large hospital, 
that the patients are experimented upon there. It is chiefly said 
about teaching hospitals. But no institution where disease in patients 

is carefully studied by the staff is entirely immune to this form of criticism. 
What basis is there for it? 

Every instance of disease is an experiment of nature, an alteration of 
the normal function or structure of the body. No two such modifications 
are exactly alike but groups of them have certain fundamental similarities. 
Historically, the first method of medicine as a science was the classification 
of these alterations, fortuitously produced by nature. This has remained 
from the earliest records and will always continue to be an important 
method, essential to enable past experience to serve as a guide in treatment 
and prognosis. Classification when used alone, however, soon produces a 
non-progressing science. This is as true in medicine as in the other 
sciences. However, the elements of disease are subject not only to classifi- 
cation but also to scientific analysis by altering the conditions under which 
they occur. We are particularly indebted to Claude Bernard’ for the 
application of this method to the study of disease. It is the essence of 
research in medicine. Its fundamental characteristics are two-fold: first, 
the conception of an hypothesis to explain certain previous observations 
and second, testing the validity of such an hypothesis by observing the 
results of a critical change in the conditions of the disease. Thus every 
time a drug is given a patient for a preconceived purpose a therapeutic 
experiment is begun. If its effect is carefully observed and the result used 
to control the hypothesis on which it is given, the experimental method has 
been used. This is a very simple application of it but illustrates the 
principle. 

We are now ready to return to the original question. We see that in 
producing disease nature carries out a hazardous experiment. For us the 
question is, What use can we make of this to increase our effective knowl- 
edge? Shall we merely classify disease and apply empirical therapy? Or 
by clinical research shall we learn more about the underlying mechanism 
in order eventually to prevent or treat the condition more effectively? In 


~ 1Bernard, Claude: An Introduction to the Study of Experimental Medicine. MacMillan, 1927. 
[ 63 ] 




































THE OF 





BULLETIN THE AMERICAN HOSPITAL ASSOCIATION 


many hospitals investigations into the causes and best treatments for 
various diseases are constantly going on. 
ADVANTAGES OF RESEARCH 

There are three important advantages of research to the hospital, namely, 
first, practical benefits to the patients studied; second, the advancement of 
medicine ; and third, the creation of an inquiring attitude of mind on the 
part of the staff. 

1. Clinical research furnishes a better background for understanding 
the various phases of the disease while its study is in process. The patients 
themselves, if moderately intelligent, appreciate this fact and readily co- 
operaté in the investigation. In some instances practical benefits are 
immediately available in the handling of the conditions being studied. As 
an illustration of this from my own experience, in studying certain vascular 
cliseases of the extremities a simple test was devised which enabled us to 
determine the role of sympathetic vasoconstriction in the local circulatory 
deficiency. This not only threw light upon the underlying mechanism but 
assisted us greatly in determining the treatment for the patients studied. 
Illustrations of such immediate therapeutic or diagnostic benefits from 
clinical research could be multiplied indefinitely. However, in one sense 
these may be considered by-products of the method. 

2. The advancement of our fundamental knowledge is the chief aim of 
the experimental method. Far-reaching, practical benefits are bound to 
follow any important contribution to the science of medicine. For in- 

stance, Lister had been studying the problems of suppuration in wounds 
for years. He did not subscribe to the nearly universal myth of “laudable 
pus.” Pasteur’s demonstration of the cause of putrefaction appealed to 
him as the key to the problem. And both a new chapter in our knowledge 
of infected wounds and a new era in the practice of surgery were in- 
augurated. Lister's discovery of the cause of wound infection stands as 
one Of the chief glories of the Glasgow Infirmary. Although few pieces 
of research lead to such brilliant contributions as that, yet the rapid prog- 
ress in medical practice in the last two decades has been almost entirely 
the result of the experimental method. The hospitals where such clinical 
investigations into the cause, diagnosis, and treatment of various diseases 
have been pursued deserve much credit. 

3. The most evident and a most important advantage of research to 
the hospital is its stimulating effect upon the staff. The experimental 
method cannot fail to engender an inquiring attitude of mind on the part 
of all of those who partake in it. This is particularly obvious by its absence 
in institutions where there is no interest in clinical research. That mental 
alertness which is necessary for the best care of patients is stimulated by 
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investigation of the unknown or partly known. Disease daily presents 
unsolved problems of fundamental importance, a challenge to everyone 
confronted by them. The research of today becomes the practice of to- 
morrow. Without the investigative point of view, the practitioner of 
medicine becomes out-dated in a very short time. 

In the last ten years such clinical research in the field of surgery alone 
has resulted in the following: preoperative preparation of exophthalmic 
goiter patients with iodine; postoperative hyperventilation to reduce the 
incidence of pulmonary complications; the roentgenographic visualization 
of various internal organs with the aid of contrast media, such as 
cholecystography, ventriculography, intravenous pyelography, outlining the 
bronchial tree, etc.; the development of electrothermal methods in certain 
operations for the control of bleeding and the sealing of lymphatics; the 
measurement and the elimination of sympathetic overactivity in such con- 
ditions as Hirschsprung’s disease, vascular diseases, etc.; the control of 
the inorganic metabolism in intestinal obstruction; and in general the 
emphasis on function rather than merely on structure. This is but a 
partial list of the important contributions to surgical procedures in the 
last decade, yet who would be willing to practice surgery without their 
benefit ? 

The hospital is not the only place where such clinical investigation can 
be ‘carried out. There are many notable examples to illustrate this fact. 
McKenzie’s studies of irregularities in the heart beat furnish a particularly 
good one. An inquiring mind, even isolated and with very simple physical 
equipment, can force nature to disclose some of her secrets. But the 
modern hospital is the most favorable place for carrying out clinical in- 
vestigation because it presents a combination of important facilities, name- 
ly, control of the patient’s physical environment, full records, equipment, 
and codperation and assistance from other members of the staff. These 
are all helpful and frequently necessary for the successful conclusion of a 
clinical research. Furthermore, the concentration of the cases in one 
place saves the valuable time and effort of the busy investigator-clinician. 
Due to all these factors, it is very difficult today to carry on significant 
clinical research outside of a well run hospital. The size of the hospital is 
not the important factor, but rather the character of the clinical facilities 
and the association of inquiring minds. 

DANGERS OF RESEARCH 

There is one axiomatic rule of clinical investigation: nothing must 
ever be done that will harm the patient. No matter how valuable the 
information to be derived, this rule should never be broken. On the 
other hand, it must be recognized that there is often danger inherent in 
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the disease itself. Consequently, if the probable benefit to that patient is 
greater than the risk incurred, then the procedure not only is justifiable 
but is indicated. A simple illustration of this was the treatment of acute 
appendicitis shortly after Fitz’s demonstration of its cause. Appendectomy 
at that time would be properly described as an experimental procedure 
entailing some risk. Many of the medical practitioners of that day de- 
plored the acceptance of that risk but thoughtlessly assumed the graver 
risk of rupture and peritonitis. Today this principle of protecting the 
patient from harm in any clinical investigation is quite uniformly adhered 
to. In an earlier day, before clinicians had realized the importance of the 
experimental method, occasionally men trained in the laboratory alone 
would carry out some research on patients and subject them to dangers 
that they did not recognize on account of their lack of clinical experience. 
Such a mistake is unjustifiable today; there is ample opportunity now for 
the application of discoveries in the basic medical sciences to human 
disease under the direction of well qualified clinicians who are also ex- 
perienced investigators. In fact, many of the recent brilliant advances in 
medicine have been achieved by this type of codrdinated endeavor in which 
discoveries made in the laboratory have resulted in the solution of a baf- 
fling clinical problem. At times both phases of the work have been carried 
out by the same investigators, more frequently two separate groups have 
been responsible. The control of the carbohydrate metabolism by insulin 
in the diabetic and the influence of liver in pernicious anemia are but two 
outstanding examples. The constant advances in the basic medical sciences, 
pathology, physiology, chemistry, pharmacology, etc., offer a fertile field 
for their application to many perplexing phases of disease. Such investiga- 
tions must be carried out by clinicians who are also well trained in the 
experimental method. 

Another danger of clinical research is that the investigator becomes so 
involved in the pursuit of his problem that he neglects the care of the 
patient. This is a feature that the neophyte must carefully avoid. The 
well trained clinician could not possibly forget the well-being of his patients. 
In fact, the problems that he is investigating have interested him because 
they arise as obstacles in the.course of his clinical duties. 

THE COST ACCOUNTING OF RESEARCH 

Granted, then, the value to the hospital of clinical investigation, how 
can it be financed? Does it cost more than it is worth? There are all 
degrees of elaborateness to a research problem. Other things being equal, 
simplicity is a decided virtue here, as elsewhere. A costly program is not 
necessary to gain for the hospital those advantages of clinical investigation 
most important to it, particularly that lack of satisfaction with the super- 
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ficial on the part of its staff. In fact most of the elements in such a 
program that involve expense are already provided by the hospital. These 
are: first, a thorough history and physical examination of patients; second, 
the usual laboratory studies ; and third, well kept records. Many important 
clinical problems require the outlay of no extra funds for their study. If 
expensive items such as many additional x-ray films or much technical 
assistance is necessary exclusively for research purposes, such should not 
be charged to the general hospital costs. That particular investigation 
should be undertaken only if a special fund can be provided for it. There 
are several sources of such funds to assist clinical research. If the investi- 
gation is being carried out in a university hospital a certain percentage of 
the department budget is usually and properly available for research. The 
hospital trustees may set aside a certain amount as a contribution to the 
improvement of the hospital's service to the community and to medical 
progress. Wealthy individuals, particularly those who have experienced a 
serious illness themselves or in their families, often take pleasure in recog- 
nizing their debt to scientific medicine and the necessity for further knowl- 
edge by supporting medical research. Several private foundations as well 
as the Scientific Committee of the American Medical Association, the 
National Research Council, and other agencies provide financial support 
for certain studies under the direction of well qualified investigators. | 
wish to emphasize the fact, however, that the most valuable clinical in- 
vestigation is not necessarily the one using the most complicated equipment. 
Indeed intricate apparatus introduces additional sources of error and 
should be used only when simpler methods do not furnish the necessary 
data. Some investigations become so involved in paraphernalia and 
methods that they never produce results. 

The most important feature in clinical research is a clear conception 
of the problem involved, together with the visualization of an experimental 
test which will throw light upon the underlying mechanism. This element, 
so essential for the carrying out of clinical investigation, is costly, not in 
money, but in human effort, training, and ability. It cannot be bought 
as a commodity but is obtained by affording opportunities to those in- 
dividuals possessing its attributes and by instilling the investigative spirit 
and methods in the resident staff. Consequently if research is of value to 
the hospital those experienced clinicians genuinely interested in investiga- 
tion and possessing proper training in the experimental method should 
receive the moral support of the trustees and administrators of hospitals. 
Clinical opportunities should carry with them responsibilities both for the 
best practical care of the patient and for progress in our knowledge. 
Neither of these aims can be achieved without clinical research. 
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By ELizaABETH PoMEROY 
Chief, Library Section, Medical and Hospital Service, Veterans’ Administration 
SPEAKER WAS ONCE ASKED if he knew what it meant to go before 
an audience. His reply was, “No, I spoke before an audience once 
but most of it went before I did.’ I shall profit by that speaker’s 
experience. 

If I did not feel so thoroughly convinced that the subject of hospital 
libraries should be brought before this association, | would hesitate to take 
part in this program. I can’t help remembering the boy whose father said 
to an influential citizen, “I want you to find a government position for my 
boy.” “Is he intelligent and a hard worker?” he was asked. “No; if he 
was, I’d use him on my farm,” was the answer. Being a government 





librarian—and a hospital librarian at that—well, that’s a combination hard 
to live down! Fortunately flanked with a goodly number of my kind, 
however, at this conference, and believing so thoroughly in my subject, | 
venture to negotiate the handicap. 

How shall we approach this almost unexplored hospital library field? 
We may pass over the early history lightly. With the striking exceptions 
of McLean Hospital at Waverley, Massachusetts, the Massachusetts Gen- 
eral at Boston, and the work instituted by the lowa Library Commission, 
very little had been done in the United States prior to 1918. Then the 
war work of the American Library Association, starting in the camps, 
naturally and gradually extended to the hospitals, and so evolved the 
Army, the Navy, and finally the Veterans’ hospital libraries. 

During the war, sentimentalism entered somewhat into our considera- 
tions in extending camp library service to hospitals. That element still 
has its place perhaps, but if it were the only vitalizing force, the work of 
providing literature for hospitals would be left to volunteer groups to an 
even greater extent than at present. 

I would not for a moment minimize the good work, so motivated, which 
is being accomplished. It will be found, however, that where such efforts 
are meeting with success there is always a person of vision and intelligence 
directing the activity, who, if not a librarian by training, has many of the 
essential qualifications. When there is not this type of guidance, hospitals 
become dumping grounds for anything in print. 

It’s a pleasing contribution to the all’s-well-with-the-world feeling when, 
as a donor, one may imagine himself on a par with Florence Nightingale 





1Delivered at the third general session of the American Library Association conference at 
Yale University, New Haven, June 25, 1931! 
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and at the same time dispose of all the surplus literature in the attic. 
Personally, it is my opinion that as a hospital librarian for a few years in 
Chicago, I did more than any mayor has done since to clean up that city! 

After enduring avalanches of paper and ink—often nothing more—it is 
small wonder that some hospital executives and nurses have had to be 
won from an attitude ‘of tolerance to one of acceptance when library 
service is offered their patients. In such a situation, their indifference, 
if not definite opposition, is discouraging to the librarian who contemplates 
organizing this work in the hospital. One hesitates, fearful of trespassing 
in the hospital field where all must tread lightly and with caution. Not 
feeling sure the service will be acceptable to the hospital and with a multi- 
tude of demands on time and funds, action by the city library is frequently 
postponed. 

A relatively small number of librarians have sought the opportunity and 
realized the pleasure and satisfaction of instituting hospital service. They 
have capably met their responsibilities. In too many instances, however, 
public libraries have left the work of organizing hospital libraries to the 
hospital authorities, without offering assistance. 

The Hospital Libraries Committee of the American Library Association 
has for some time been putting forth efforts to determine the extent of 
hospital library service. To add to this information, the chairman of the 
committee wrote early in the year to each state and provincial Library 
Extension Agency of the United States and Canada. Replies, ‘greatly 
appreciated, came from most of these agencies, which in these days of 
many questionnaires seems hopeful for the interest in the work. Some had 
little to report; few had much, but the tone of the letters revealed an evi- 
dent awareness that libraries are only on the frontiers of hospital work, 
and an apparent desire to see what lies beyond. 

Omitting the hospitals of the Federal Government in this consideration, 
twelve states seem to have no hospital library activity, sixteen either have 
the movement on foot or are doing a little work here and there and, with 
one exception, in no organized and systematic way. Twenty states have 
two or more cities each, in which hospitals receive service from their public 
libraries or from libraries operating as independent units within the hos- 
pitals. A few of these twenty states have several cities doing a reasonable 
amount of work in this branch of library activity. Some of the hospitals 
now conducting independent libraries were helped by city libraries to 
establish the work. 

California seems to be covering considerable hospital ground through its 
county library system. Reports from some states indicate that the work 
is carried on under the public library extension department, in some cases 
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with volunteers supervised by an assistant in the department and in others 
with a trained hospital librarian as a member of the regular library staff. 
Some report that the hospital furnishes the books and transportation for 
the librarian who is attached to the library staff, while others state that 
the library supplies the books, and the librarian is on the hospital staff. 
The situation in Canada seems to show the same irregularity. 

In any enterprise there is danger of becoming overstandardized. Hos- 
pital libraries will have no worry on that score for some time. 

The heterogeneous methods used make it difficult to sum up and report 
the general situation. Results cannot be tabulated and carefully classified 
and catalogued according to the methods that are so dear to the heart of 
the librarian. However, in it all there is a hopeful note to indicate that 
gradually the way will be found to make adjustments so that the needs of 
particular localities will be met. 

It seems surely that, conscientious as we know librarians to be, some 
way will be provided by the six thousand and more public libraries of the 
United States to serve the approximately fifty-five hundred hospitals not 
operated by the Federal Government which do not maintain their own 
libraries. There is an opportunity here to reach a potential hospital popu- 
lation of more than seven hundred thousand persons. 

There are three good reasons why all librarians, particularly those con- 
nected with public libraries, should be interested in hospital library develop- 
ment. First, the hospital offers to the public library an excellent oppor- 
tunity to extend its adult education program; second, the hospital library 
affords one of the best avenues through which friends may be gained for 
the public library ; and third, through bibliotherapy, or treatment by read- 
ing, the public library shares in restoring and promoting the health of the 
community. Considered, then, in this order, how does the hospital offer 
to the public library the chance to extend its educational program? 

We are agreed that in this busy world time for serious reading is lacking. 
Even librarians, traditionally students, have difficulty in finding time for 
thoughtful reading. The patient in the hospital has so much time he doesn’t 
know how to occupy it. Then isn’t this just the place to sow the seeds of 
adult education ? 

Certainly the patient needs a sane philosophy of life if anyone does. We 
are told that the purpose of education is “to render a man content in 
solitude and calm in adversity.” Almost any of us would feel that adversity 
had overtaken us if we were obliged to enter a hospital, and contentment 
is most necessary to recovery. In the hospital the two purposes—adult 
education and therapy—imay well blend into one. 





Dr. Gerald B. Webb in a wondeffully illuminating and scholarly address 
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to the members of the Association of American Physicians on “The Pre- 
scription of Literature” has this to say in regard to reading: 


“The most distressing fact of present-day life is that as the world becomes smaller, 
competition becomes keener and the time allotted to liberal studies becomes corre- 
spondingly shorter. For this reason it may often transpire that a long illness may 
give a man the first chance in his adult life for leisurely reading and thinking. Thus 
a confinement to bed, by reléasing a man from the pace of the world around him, 
can prove a blessing in disguise.”2 


He goes on to say that our age militates against the man who would 
take time for creative thought and that therefore anything that contributes 
the leisure for his development in this respect should be cherished. “I 
know many professional men,” says Dr. Webb, “and among them not a 
few university professors, who could greatly profit from a half year’s stay 
in bed!” He adds that it was Huxley who exclaimed to a friend, “If | 
could only break a leg, what a lot of scientific work I could do.” 

A footnote in this published address of Dr. Webb’s calls attention to 
the case of a Russian chemist and composer who could find time to compose 
music only when indisposed. His friends, therefore, had the habit when 
meeting him of expressing the wish, not that he was well, but that he was 
ill! This situation has its counterpart throughout the hospitals of the land. 

An illustration comes to mind of a patient who entered a southern hos- 
pital for an illness requiring rest. In his small home town he had been 
‘supervising the musical programs in local and school affairs. He used his 
time while in the hospital to read the lives of the composers and to study 
the history of music and the effects obtained from and produced by music, 
etc. He commented on how worthwhile his illness had been. Time for 
study had previously been lacking. 

In 1929 the San Francisco Chronicle offered a prize of $1,000 for the 
best essay on the industrial history of California from 1850 to 1906. 
Fifty-eight persons competed in this contest. The first prize was won by 
a tuberculous patient in a veterans’ hospital. For nine months, he spent 
an allotted time daily outside his regular rest-hour and treatment periods 
in writing this essay, the materiai for which was procured by the hospital 
librarian. This example is cited to show what a patient handicapped by 
tuberculosis actually accomplished, having sufficient determination and the 
services of a capable hospital librarian to provide the necessary material. 

An achievement of this nature not only restores the patient’s self- 
confidence—itself of therapeutic value a definite, construc- 
tive piece of library work. The hospital is full of such opportunities. 

One value which patients themselves place upon hospital libraries is that 
through them they are kept in touch with the outside world and reminded 
that they are citizens as well as patients. One man of the mental type in 





2Webb, Gerald B. The Prescription of Literature. Transactions of the Association of Ameri- 
can Physicians, 1930, vol. 45, p. 13. 
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a large hospital where only this class of patients is treated said that he 
appreciated the library because he felt that when reading he was in touch 
with those having normal minds. (Some of us who review new books 
constantly may lack his implicit faith.) 

One hospital librarian told of two long-time patients who vied with each 
other in reading the Harvard Classics. One read the entire set, beginning 
with volume one, and completed it in fifty-four weeks. The other used 
the index volume and Drinkwater’s Outline of Literature as a guide. 

A well-selected book often opens up a new field to just an average 
reader. Elizabeth and Essex is an example. Librarians say that in- 
variably readers of this volume wish to pursue the subject further. 
Hackett’s Henry the Eighth is perhaps suggested, which may, in turn, lead 
to dusting off Strachey’s Queen Victoria, and so on. Some patients fol- 
lowing this bent go so far as to read Shakespeare’s plays of the same 
periods and, with an English history, verify the information gleaned. 
Similar cases in unlimited numbers might be related. 

I do not wish, by these illustrations, to convey the impression that hos- 
pitals are at all likely to be turned into educational centers, nor would this 
be desirable. For therapeutic reasons, a great deal of light reading should 
be encouraged in many cases. The librarian will not urge serious reading 
upon the patient—or suggest any at all—unless she knows it is perfectly 
safe to do so. 

Speaking for veterans’ hospitals at least, the average percentage of non- 
fiction read is as large as the average circulated by public libraries in 
similar localities. Take, for example, the veterans’ hospital at Oteen, 
North Carolina. During the year 1930 the approximate total book circula- 
tion to patients and employees of this hospital was forty-six thousand—a 
monthly average of thirty-eight hundred, with an average non-fiction cir- 
culation of more than 30 per cent. The average patient population for the 
year was 577, with a per capita book circulation among these patients of 
5.8. In addition there were many periodicals constantly in use, of course, 
and also books from other sources. 

With the book circulation in some of the larger veterans’ hospitals run- 
ning from thirty-five to fifty thousand annually and with more than 
fifty of these hospitals open, each with its own librarian or library staff, 
the opportunity for adult educational extension in these institutions alone 
is great. Add to these the hospitals of other Government departments 
and those of city, county, and state either receiving or capable of receiving 
library service, and it will be seen that this field is one the public library 
must regard seriously in any future extension plans. 

In addition to its importance as an avenue for furthering adult educa- 
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tion, the hospital library is constantly making friends for the public library. 
It is small, making possible a friendly and informal atmosphere which 
cannot prevail in a large public library. This lends itself easily to making 
the timid, as well as the assured, reader feel at home among the books. 
And when the patient is too ill to leave his bed and reading material is 
taken to him, there i$ no doubting the friendly spirit created. This con- 
tinues while he is in the hospital and when he leaves he expresses regret 
that the library service must be relinquished. It would be interesting to 
know how many of the new borrowers who present themselves at public 
libraries are sent there by hospital librarians. 

A patient in a middle western hospital in looking over the book-cart 
said, “I’m going to be in bed for two or three weeks and I want something 
I haven’t read anything for fifteen 
years.” It’s a fair guess he would have read nothing for fifteen years 
more—no matter how many times a day he passed the doors of the public 
library—had he not discovered the pleasure of it while ill, and not then 





to read—I don’t know what to get 


if the service had been less accessible. With a long enough stay in the 
hospital and with the right type of hospital librarian to help him, he will 
get the reading habit and, as so many have done, when leaving the hospital 
will inquire about his chance for getting books at his local public library. 

A patient is recalled whose warped mind expressed itself in a twisted 
body. He was disdainful of all conversation, believing himself the only 
“intellectual” in the hospital. The librarian succeeded in winning his con- 
fidence by daring to out-radical his own ideas. He was forced to admit 
that perfectly conventional people could admire literary excellence in radical 
works. He was gradually introduced to authors who appealed to him and 
learned to enjoy the books he had formerly refused to open. His physical 
condition improved as his mind became more normal and he afterward 
said that the library gave him his start toward recovery. He and many 
others who likewise have benefited from their hospital experiences will 
remain friends of libraries wherever found. 

It seems logical to conclude, then, that the hospital offers to the public 
library, first, the chance to extend its educational program, and second, 
the opportunity to gain friends. What about the part it may take in 
helping to restore and improve community health? We are considering 
the curative point third in this discussion, but it should be emphasized that 
for the hospital librarian the therapeutic side of the work always has first 
place. 

We may or may not work in libraries but we all want to live among 
healthy, normal people. The sick may not indiscriminately be classed as 
mental patients but certainly a sick body does incline to have a sick mind. 
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More and more we are coming to know that no definite line of demarca- 
tion can be drawn between the physical and the mental in man. There 
may be patients having no organic disease who none the less suffer all 
the symptoms, if suggested to them. And if the symptoms can be sug- 
gested in such cases, the cure, or alleviation at any rate, may likewise be, 
if we prescribers of literature are wise enough and tactful enough and 
patient enough to do it. 

I once heard a psychiatrist of good standing say that “if one knows 
the novels that appeal to a person, one can analyze that person’s difficulties, 
provided he knows the novels.” In that sentence, it seems to me, is the 
essence of the hospital librarian’s profession, especially when dealing with 
recognized mental patients. 

Clifford Beers, in that invaluable record of his mental illness, “The 
Mind that Found Itself,” tells of how, while suffering acutely, he resumed 
his habit of reading. He said that he began reading not only newspapers, 
but such books as were placed within his reach. Yet had they not been 
placed there he would have gone without them, for he would never ask 
even for what he greatly desired and knew he could have for the asking. 
He states that whatever love of reading he now has dates from that time. 
He later speaks of finding in a bookcase in his ward old copies of such 
standard magazines as Blackwood’s, Scribner’s, and the Atlantic Monthly, 
all dated a generation or more before his first reading days. “Indeed,” 
says Mr. Beers, “some of the reviews were over fifty years old. But I 
had to read their heavy contents or go without for I would not yet ask, 
even, for a thing I desired.”” He makes special mention of the room of 
one patient that contained thirty or forty books and how he walked past 
this patient’s door time and again not daring to ask for a book or to take 
one. Finally, getting desperate, he summoned courage to take them sur- 
reptitiously and he confesses that it was usually while the other patient 
was attending the daily chapel service that his library became a circulating one. 

Present day physicians recognize the definite therapeutic value of prop- 
erly directed reading. Librarians are the authorized public dispensers of 
literature and cannot deny their responsibility for its dissemination among 
the sick as liberally as among those able to get it for themselves. By 
shouldering this responsibility, as has previously been pointed out, we 
enlarge the field for educational extension, we make friends for the public 
library, and we assist in restoring and maintaining the health of the 
community. 

In the few minutes remaining I should like briefly to view this subject 
as it appears to many public libraries and see whether there are any prac- 
tical suggestions to he offered. 
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The lack of funds is an ever-recurring problem and in these days of 
retrenchment, it is easy to think we can’t undertake anything new. Any- 
way, we may argue, we’ve never been asked to do anything for hospitals, 
why start that now, that’s the doctor’s business. Yes, it is the doctor’s 
business, but so is the school the superintendent's business, and the factory 
the industrialist’s. We do not wait for them to invite us to place libraries 
in their institutions. On the contrary we congratulate ourselves on the 
extension of library influence when the use of library books in these places 
warrants the establishment of a special department or branch in charge of 
an assistant. 

Why then do we dissemble when it comes to hospitals? . The library 
belongs to all these groups and they are equally entitled to its service. It 
is admittedly the work of librarians to conduct it—in one institution as 
much as in another. 

Hospitals are places where any of us may at some time unfortunately 
find ourselves detained. If only from a selfish viewpoint, then, we should 
interest ourselves. The industrial workers and the students when in health 
may, with a strong enough urge, go to the public library and obtain their 
own reading material but the incapacitated are, more often than not, further 
penalized by forfeiting library service entirely. 

Public libraries delay taking any steps or showing any inclination to | 
initiate hospital library work because the money to carry it on is not in 
hand, when intelligent interest might often go far toward gaining the 
necessary support. Those who have had experience in this situation say 
it is less difficult to secure funds for this branch of library work than for 
almost any other. We know that service.of any nature to the sick makes a 
universal and humane appeal. The library that includes hospital service 
in its program reinforces the confidence of the public in its integrity. 
This may well react to the benefit of its other activities. 

Surely hospital libraries help to make of patients better citizens and this 
very fact comprehends their willing support of the institutions contributing 
to good citizenship. 

A state hospital in Missouri has recently organized a library that might 
well be mentioned here. The superintendent was eager to get the maxi- 
mum benefit from the five hundred dollar appropriation made. Good copies 
of popular books were purchased reasonably from department stores, the 
state library lent some material and the St. Louis public library donated a 
number of used books which had been discarded as not warranting further 
expense for repair. However, as an occupational therapy project in the 
hospital they were put in usable condition by the patients. Gifts from 
other sources brought the collection to 1500 volumes and subscriptions to 
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twenty-six magazines were placed. The library is kept open three after- 
noons a week, with the plan in mind to employ a full-time librarian when 
funds permit. The physician in charge in a letter describing the organiza- 
tion of the library said: “Our patients seem to derive so much pleasure 
and comfort from it and in many cases we have noted an improvement in 
their mental condition since they began using the library. Several cases 
are outstanding in which the patients have evidenced no interest in any- 
thing prior to this. It is our hope to extend its scope and improve the 
service to patients. We believe it to be of considerable importance to their 
welfare.” 

It may be interesting to know that in a monthly circulation of 602 
volumes among these 1700 nervous and mental patients, biography stands 
second to fiction in popularity, with travel and natural science equally 
sharing third place. The different classes of books issued to employees of 
the hospital rank in exactly the same order as those read by patients, 
namely, fiction, biography, travel, and natural science. Fifth in order with 
patients stands religion, while literature takes this place with the personnel. 

It seems to me that the ideal to strive for in the hospital library move- 
ment is for organized sponsorship by the public library to the end that as 

‘the work develops it may become recognized as a definite department of 
the hospital, with a resident librarian in charge when the size of the hos- 
pital warrants her full-time service. There is no question but that the 
librarian who is a recognized member of the hospital professional staff has 
every advantage and for the realization of the utmost benefit from the 
library, therapeutically as well as educationally, this is desirable. In the 
hospitals of smaller bed capacity, the public library will have to assume 
permanent responsibility, and for the best results should have a hospital 
librarian on the staff definitely assigned to this work. Local conditions 
will continue to influence the manner in which it may be instituted. No 
hard and fast rules can be followed. 

The public library, in my opinion, should not hesitate to make it known 
that it stands ready to aid the hospital insofar as facilities permit as soon 
as assistance is desired. This step will not obligate the library financially 
beyond what it is able to assume and will show to the hospital its good 
intentions. 

After taking this initial step, let the librarian unobtrusively go about 
making the hospital desire the assistance. There are numerous ways of 
doing this if one is watching the chance. Perhaps one of the best methods 
is to interest a physician who is friendly to the library and through his 
intercession have the matter of hospital service brought up at the local 
medical society meeting. To him, the work makes its appeal primarily as 
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therapy. Added to this, for the librarian, is that of extending library in- 
fluence, and through this influence partaking in full share of the oppor- 
tunities offered in the hospital field to reach patrons who would never 
share the benefits of the library otherwise. 

With the way paved for this service, it remains to select the right type of 
hospital librarian to insure the future success of the work. We are all 
acquainted with the desired qualities and qualifications a librarian should 
have. The hospital librarian needs all of these in full measure—the usual 
technical requirements, a broad knowledge of general literature, pleasing 
personality, plus tact and patience to deal successfully with the sick, sym- 
pathetic understanding without sentimentality, and not least of all some 
knowledge of hospital procedure and a willingness to conform to its plan 
of administration. Given a hospital librarian in whom these qualities and 
qualifications are combined, I would almost venture to say that the work 
cannot fail. 

Potential friends of the public library are temporarily gathered under 
one roof as tenants 





a group composed often of many nationalities, with 
varying illnesses and differing degrees of intellectual ability. Distinctions 
are for the present laid aside. All belong to the leisured class with time 
to read now if they’ve never had it before. It is our part to make available 
to them the privilege of library service. 

The sponsors of such a program have nothing to lose. The sick have 
much to gain. To them may be vouchsafed, through the healing and 


vitalizing power of healthy, normal mental activity, an extension of vision 
beyond the boundaries of their physical limitations into the land of books 


and reading, the avowed heritage of all. 
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Miss Dexter Honored 
Miss Caroline M. Dexter, who for more than thirty years has been on 
the staff of the Trained Nurse and Hospital Review, was given a compli- 
mentary dinner on September 3. Miss Dexter was one of the first women 
in the publication field and directs a most successful advertising department. 
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THE GENERAL HOSPITAL IN THE CARE 
OF THE TUBERCULOUS 


By BENJAMIN GoLpBERG, M.D., F.A.C.P., F.A.P.H.A. 
Associate Professor of Medicine, College of Medicine, University of 
Illinois, Chicago. Illinois 

HE PAST 25 YEARS have evidenced a very marked increase in the num- 
ber of beds provided through sanatoriums for the care of tuberculous 
in this country. According to Emerson, 25 years ago there were 
only 113 sanatoriums with 9000 beds for such patients. In the year 1930 
this had increased so that there were 618 tuberculosis sanatoriums with 
accommodations for 73,695 patients, but even this remarkable increase is 
not sufficient to cope with the needs of some 1,000,000 individuals having 
active tuberculous disease in the United States. The large increase in the 
number of beds has occurred principally through provisions made by vari- 
ous municipal, county, and state governmental divisions for the care of 
individuals in their own communities, but the waiting lists for admission to 
these institutions continue very long and in many instances lack of early 
admission allows for progression of the disease from early to advanced 
stages. The correction of this difficulty can be made to occur immediately, 
without an increase in sanatorium building, if vacant beds in other institu- 
tions for the care of the sick can be brought into utilization. The advoca- 
tion of the use of general hospitals for the care of the tuberctilous is no 
new thing. As far back as 1912, we find the National Tuberculosis Asso- 
ciation had appointed a committee to determine “the present status of 
hospitals for advanced cases of tuberculosis in this country and to formu- 
late a standard for such institutions.” This same association in 1916 
recommended that general hospitals admit tuberculous patients and that 
such hospitals provide separate wards or rooms for the proper treatment 
of the tuberculous individuals admitted. The American Medical Associa- 
tion, in codperation with the United States Public Health Service, in 1920 
also advocated the admission of tuberculous patients into general hospitals 
throughout the United States and recommended that such patients, in cases 

of emergency or crisis, should not be denied necessary treatment. 
Recognizing the need for a more liberal attitude with respect to the 
admission of the tuberculous into general hospitals, the American Hospital 
Association in 1921 adopted a resolution calling upon general hospitals 
throughout this country, wherever possible, to establish separate wards for 
the admission and care of the tuberculous. Canada, also recognizing this 
necessity, has, in the Provinces of Alberta, British Columbia, Manitoba, 
and Saskatchewan, passed legislation to the effect that all hospitals receiv- 
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ing aid from these Provincial Governments set aside 10 per cent of their 
beds for tuberculosis. 

The reasons why the general hospital should care for the tuberculous 
patient are manifold and cogent : 

The economic reason.—The sanatoriums are crowded and have waiting 
lists; the general hospitals have vacant beds and a consequently increased 
per capita cost. It seems unsound economics to permit beds which may 
be used to the great benefit of the community to remain empty. 

It must, from another standpoint, be considered unsound hospital man- 
agement to exclude the tuberculous patient, if he can be cared for in the 
hospital without detriment to others or any lowering of the hospital routine. 
Empty beds mean a loss; empty beds may be filled with pecuniary profit 
to the hospital, with economic profit to the community, and with health 
profit and, perhaps, life-saving to the individual patient. 

The economic reason is variant in many other particulars. Laboratory 
and x-ray departments in a general hospital frequently run at half capacity 
or less. The personnel must be maintained and paid. It is obviously a 
waste to have high-salaried laboratory personnel idle during part of the 
working day. Accommodating tuberculous patients in the empty beds will 
also increase routine business in the various laboratory divisions. In the 
case of the general private hospital, and presuming that the tuberculous 
patients admitted can pay, as many of them can, this, of course, will mean 
definitely increased revenue for the individual hospital. 

The small community as a reason.—The economic structure of a small 
community may allow for the building and maintenance of a general hos- 
pital. It may, on the other hand, afford and support a small sanatorium 
commensurate with its need. In many instances, however, it cannot, with- 
out inadvisable strain on its financial structure, adequately support both 
institutions at the same time. In such communities, therefore, it is abso- 
lutely justifiable that an amalgamation of sanatorium and hospital function 
take place, which should result in a well planned and well coérdinated in- 
stitution, 

The humanitarian reason—The humanitarian instinct, which uncon- 
sciously urges man to help his fellowmen, calls for a certain degree of 
amalgamation of sanatorium and hospital function—under certain condi- 
tions. Public sanatoriums throughout the country, we repeat, are thronged 
to capacity ; in addition, many institutions have long waiting lists. 

If we throw open the doors of the general hospital to the tuberculous 
individual, we are taking a progressive and humanitarian step. We are 
giving new hope to many hopeless, and inaugurating a health saving and 
life saving measure. 
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The public health reason—vThe instinct of self-preservation is even 
stronger than the instinct toward humanitarianism. We instinctively place 
the wish to survive in the forefront of our consciousness. 

Public health organizations are designed in their entirety to serve this 
instinct of self-preservation. If the people are conscious of a health 
menace, they wish to avoid it; if the public health organization, which 
represents the people, is conscious of a health menace, that organization, 
to fulfill its duty, must, do everything in its power to minimize or eliminate 
the said menace. We know today that unsupervised tuberculosis in the 
community is dangerous; we know that every open case of tuberculosis 
is a potential community menace. We know, also, that the lower the 
social scale in which the consumptive lives, the greater is the menace to 
the community. 

It follows, inevitably, from this reason that every case of open tuber- 
culosis, taken from the community and supervised in a hospital or sanatori- 
um, represents a definite diminution in the stream of community infection. 
If it were possible to give such hospital supervision to every open case of 
tuberculosis during the period of its disease activity, we would, inside of a 
decade or two, have no tuberculosis. The admission of tuberculous individu- 
als to the general hospital constitutes a most effective public health measure, 
and is a definite step forward toward community health betterment. 

The specialistic reason—The tuberculous patient demands, and should 
receive, specialistic care. The type of care given to tuberculous individuals 
in the old boarding-house type of. institution is today recognized as in- 
adequate, and must be characterized in our times as neglect. The pro- 
gressive sanatorium today aims to give specialistic care, and in attempting 
to reach the objective, is lifting itself to the plane of the general hospital. 
In many communities, however, and in many sanatoriums this phase of in- 
stitutional evolution has not as yet been reached. For such communities 
and such sanatoriums the cooperation of the general hospital is of prime 
necessity. The specialistic care which cannot be furnished in the sana- 
torium can be given in the hospital, and such patients as need attention 
and service which cannot be rendered at the sanatorium may be trans- 
ferred to the hospital for the necessary treatment. The tuberculous pa- 
tient in the general hospital will have the advantage of service by a com- 
petent specialistic and consultant staff. He will find available the type 
of service which is economically impractical in any except large, pro- 
gressive, and properly staffed governmental institutions in the neighborhood 
of big cities. 

The research reason.—Research in tuberculosis has been lagging. Funds 
available in sanatoriums for research purposes, are, as a rule, inadequate. 
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In the general hospital tuberculosis research can be linked up with general 
research with mutual advantage, and with mutually better prospects. The 
tuberculous patient in the general hospital will furnish the necessary back- 
ground and clinical material; the personnel is already there, and the equip- 
ment installed. The added expense involved in tuberculosis research, will, 
in comparison with the installation of a separate research department for 
tuberculosis, be insignificant. 

The educational reason.—Professional education in tuberculosis is also 
lagging and inadequate. The curriculum in most medical schools, from 
the point of view of both didactic and practical work, is woefully insuffi- 
cient. The reason for this appears to be obvious. The tuberculous pa- 
tient has been assigned irrevocably and exclusively to the domain of the 
tuberculosis specialist. He is secluded in sanatoriums, is removed, and is 
forgotten. The amount of material available for school instruction is small 
and unsatisfying. A few patients are seen by the students in the out- 
patient department of the hospitals, or in the general school clinics. The 
students cannot, from these sources, gain even an approximate concept of 
tuberculosis. The situation would be far different if tuberculous patients 
were admitted to the general hospitals. In their ward walks the students 
would then have the opportunity to study cases in detail, to watch the 
various phases of tuberculosis, and to gain a coherent and sequential con- 
ception of that disease. The teacher of diseases of the chest would have 
ample material at his disposal, and would not be obliged to call upon the 
imagination of his students, a barren and ineffective procedure at best. 


The nursing reason.—From the point of view of the nursing problem, 





the admission of tuberculous patients to general hospitals is advisable from 
two different angles: In the first place, admission of such patients would 
imply better general training for the student nurses. Today most nurses, 
graduated from the general hospitals, have very little knowledge of tuber- 
culosis nursing. There are certain features in the psychology and _per- 
sonality of the tuberculous patient that can be learned only by experience. 
The knowledge gained in nursing the tuberculous is valuable, and should 
form an important part in the final equipment of the nurse who proposes 
to do general work. 

In the second place, the tuberculous patient in the general hospital 
would receive, under ideal conditions, better nursing care at less expense. 
In most large sanatoriums, for economic reasons, the number of nurses per 
patient is inadequate. In the general hospital, with a rotation nursing 
program, and with the services of student nurses available, the patient 
should have the benefit, under proper conditions, of a thorough routine 
of nursing care. 
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The diagnostic reason—From the point of view of diagnosis alone, 
the admission of tuberculous individuals to general hospitals is eminently 
advisable. It is undeniable that the early stage tuberculosis at times offers 
an almost insuperable diagnostic problem. At times only careful observa- 
tion and study, supplemented by conscientious laboratory work, will deter- 
mine an accurate diagnosis. It is obviously unfair that a patient should 
spend this period of time (necessary for diagnosis) in a tuberculosis hos- 
pital. The patient, once admitted to such an institution, feels that he is 
branded. He is a “sanatorium case”; his friends know it, and from time to 
time, perhaps unconsciously, remind him of it. 

For these reasons, many patients in the “doubtful column” are un- 
willing to enter sanatoriums for “observation.” Such patients, however, 
would, as a rule, make no difficulty about entering a general hospital. 
They would be quite willing to spend the time necessary to submit them- 
selves for examinations and laboratory procedures. If they proved non- 
tuberculous, they would leave the institution “without stigma,’ as one 
might say. If they were proved definitely tuberculous, they might later, 
depending on circumstances, be transferred to the tuberculosis division of 
the general hospital or to a sanatorium. 

I think that most medical men would feel that an observation ward in 
a general hospital would be a distinct advantage to the patient, to the pro- 
fession and to the community. 

al final reason.—As a final reason, | may allege that the installation 
of a tuberculosis department in a general hospital will tend toward con- 
centration of tuberculous individuals in one section. Today many hos- 
pitals accept tuberculous patients notwithstanding their avowal that they 
refuse to accept such cases. They accept them, in most instances, uncon- 
sciously.. They come in under erroneous diagnoses and are allowed to re- 
main in the wards, frequently over a prolonged period. Occasionally, as 
the diagnosis is made, it is difficult to have the patient immediately re- 
moved; usually, however, owing to the fact that the staff is not on the 
alert for the insidious forms of tuberculosis, the cases remain unrecognized. 
This condition would not hold if an energetic tuberculosis division were 
operative in the same hospital building. Such a division, as part of its 
function, would exercise supervision throughout the institution, weed out 
the tuberculous individuals from the general ward, and place them where 
they could have correct tuberculosis supervision. 

IS THERE ANY REASON TO THE CONTRARY? 

Is there any reason why the general hospital should not care for the 
tuberculous patient ? 

The writer feels that this can be answered with emphatic brevity. There 
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is no reason, granted proper conditions and proper management, why the 
tuberculous patient cannot be cared for in the hospital. Under improper 
conditions and poor management, such a course is definitely inadvisable, 
and even dangerous. 

I do not believe that anyone will advocate the admission of open cases 
of tuberculosis to the promiscuous and rather crowded environment of the 
large general ward. Patients debilitated from other chronic conditions 
should not be subjected to the possibility of a tuberculous infection. This 
possibility must be absolutely and finally ruled out before we can even 
dare to consider the proposition. I claim, however, that suitable arrange- 
ments and conscientious supervision and management will eliminate even 
a remote possibility of house infection with its resultant tuberculous 
disease. 

Special indications.—In a broad way, and from the long distance stand- 
point, any tuberculous individual might be properly treated in a modern 
general hospital. Certain types of cases, however, are more in need of 
general hospital care than others. 

The following types of cases show special indications : 

1. The suspect case—This angle of the question has already been 
touched upon. The advisability of a brief period of hospital stay, tend- 
ing to confirm or eliminate a diagnosis of tuberculosis, is apparent. 

2. The case for whom one or other of the various surgical procedures 
is indicated —lIn the future, perhaps, patients needing thoracoplasty and 
phrenectomy will be cared for in the general hospital. The expensive op- 
erating room equipment must be considered, even in the case of large in- 
stitutions, as duplication. In the future, better cooperation between the 
hospital and sanatorium will tend largely toward eliminating expense. A 
patient in need of surgical treatment for tuberculosis may return to his 
home after a brief period of hospital residence. This procedure will re- 
lease a bed in the sanatorium for a patient who may be badly in need of 
sanatorium routine. 

3. The patient who awaits admission to an institution and for whom 
segregation is indicated—This indication applies, particularly, to the open 
case in contact with children. The patient, in order to protect his children, 
should leave his home. Where is he to go? It is only fair that the com- 
munity which compels him to give up his home and family life should 
provide him with a place to stay until such time as he may be admitted to 
the sanatorium. 

4. The patient for whom no sanatorium facilities are available —In 
some communities, even still, there are no sanatorium accommodations. In 
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such communities, it is only reasonable to advocate that a wing should be 
added to the general hospital for the care of the tuberculous. Such a 
step will constitute progress, rather than regression. The day of institu- 
tional isolation is past. Today the tendency is toward codperation and co- 
ordination of all institutional facilities in the specific community. 


—---# 0 





The Houston Baptist Hospital Institutes Free Health Forums 

Mr. Robert Jolly, superintendent of Baptist Hospital, Houston, Texas, 
has arranged a series of free health forums which is sponsored by the 
hospital. They are public meetings and are attended by more than two 
thousand interested citizens of Houston. There are definite programs, 
the speakers for which are selected from members of the medical pro- 
fession of the city, and after each evening’s program there is set apart a 
thirty-minute period for the purpose of answering questions submitted by 
persons in the audience. 

Several other hospitals throughout the United States are making a 
definite contribution to the community welfare by conducting programs of 
this character. They are educational in purpose and bring the people and 
their hospitals in closer contact. ° 
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OUT-PATIENT SERVICE IN HEALTH 
RESORT COMMUNITIES 


By FRANK J. WALTER 
Superintendent, Saint Like’s Hospital, Denver, Colorado 


HERE ARE SEVERAL LOCALITIES which, due to their natural advan- 

tages, such as atmospheric conditions, temperature, or mineral 

springs, are known as health resort communities. Thousands of 
health seekers, from all classes, every year migrate to them in search of 
relief from their sufferings—usually chronic—through the natural proper- 
ties which these localities alone possess. Also, certain well known medical 
centers attract many individuals who are in search of better medical or 
surgical treatment than their small communities afford. 

Those afflicted with tuberculosis, more than any other chronic disease, 
are attracted to these communities. There are many suffering from social 
diseases. Victims of carcinoma constitute a large number. A large group 
of individuals seek relief from mental and other chronic ailments. Many 
come to the higher altitudes to escape asthma and hay fever. This latter 
group is composed of a higher type of individual, who can afford to pay 
his own expenses, and does not, therefore, contribute to the problem of the 
out-patient department. 

It is interesting to consider the types of people who seek such relief. 
Naturally, those from all walks of life and of all degrees of intelligence are 
attracted to these health resort communities. We need not consider the 
well-to-do patient who is able to care for himself financially, and to 
provide his own medical care. He offers no problem to the out-patient 
department. However, in the last ten years, due to the increased facilities 
for treating such patients in their home communities, this type has de- 
creased 50 per cent. 

There is the group that we have recently heard so much about—the 
middle class patient, who is honestly trying to get well. When he arrives 
in the community he has enough money to pay his own way for a rea- 
sonable time, but due to the cost of remaining an unexpectedly long period, 
his funds become exhausted ; and he becomes an out-patient charge. 

The type of person who creates the greatest problem to the community 
and to the out-patient department is commonly known as the “gasoline 
hobo.” He sells everything he can in his place of permanent residence, 
in order that he may buy a second hand car, and arrives in the “Land of 
Promise” with his entire family. In most cases, if the car has any resale 
value at that time, he sells it in order to meet the immediate living re- 
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quirements. He usually lives in a cheap tourist or cottage canip, or be- 
comes a “squatter” on any vacant property available. 

The following descriptions give an insight into the living conditions 
of this class of people. One district where they frequently stop is between 
a river and the railroad tracks, entirely without sewer connections. A 
questionable water supply is obtained either from pumps or from springs 
near the river bank. There are no streets or electric lights. A great many 
of the houses are built of material salvaged from the city dump. Others 
obtain living quarters in the more congested tenement districts. Very often 
seemingly impossible situations are found, such as that of more than one 
family living in a single room. 

A specific example is described as follows: A family came to a health 
resort community in an automobile. They camped on a city dump. The 
father had tuberculosis; the wife was pregnant; and there were five chil- 
dren in the family. A double health problem was presented to the com- 
munity. There were no facilities for sanitation in the place where this 
family was living. They refused to codperate with the health authorities 
in measures either to relieve the tuberculous patient or to prevent his in- 
fection from spreading to other members of the family and to the entire 
neighborhood. 


It is impossible to maintain sanitary living conditions under such circum- 
stances. The lack of sanitation in their living places makes these people 
a menace to the community; and the rule that the individual must be 
sacrificed for the general welfare of the group must be applied. In other 
words, the individuals suffering with the disease either must be cared for 
properly, or must be sent back to their own communities. 


There is also the out and out pauper, or vagrant, who is unwelcome in 
any community. He reaches his destination by “bumming his way” on 
trains, or by “hitch-hiking.”” He must’be taken care of, in order that he mav 
not become a public nuisance. Usually, if he is not hospitalized, he is ordered 
to move on. Since he is what we term a “non-resident” in every com- 
munity—lives nowhere—no one has permanent responsibility for him. 

There is the honest unfortunate, who cannot make a success in life 
because he is suffering from tuberculosis, or some other chronic disease. 
He drifts from place to place, dependent upon charity. 

Since the climate of the health resort is excellent at all times of the 
year, it is attractive for vacations. A problem is sometimes created by 
those individuals in very meager financial circumstances who come in good 
health, but are incapacitated while vacationing, and have to apply for out- 
patient treatment. An example of this type of case follows: 

A family was vacationing in a resort community, having come from a 
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distant place. Their financial classification would be termed that of the 
lower middle class. By economizing and going somewhat in debt, they 
could provide themselves with an inexpensive vacation trip approximately 
mice every three years. Their method of transportation was an old, un- 
reliable automobile. In order to conserve their funds, they camped in 
cheap tourist and cottage camps; and their vacation was an existence from 
hand to mouth. While they were there the child of the family became 
ill, and their landlord recommended that they apply to one of the local 
clinics for medical aid. The case was diagnosed as scarlet fever, and, 
for the safety of the community, the patient was taken to the local con- 
tagious hospital. The family was unable to pay either the hospital or the 
doctor. During the period that the child was in the hospital, the family 
was forced to remain in the city. Their vacation budget and other available 
resources were rapidly exhausted, and, as there was no ready employ- 
ment, the family became destitute, and had either to sell their car, the 
returns from which would tide them over for only a brief time at best, 
or apply to the city charities for maintenance until they could return to. 
their home community. If they sold the car, they would be unable to 
return to their home when the child was again able to travel. Naturally, 
the city charities elected to take care of the family as well as the sick child 
until they could travel. 

Let us consider how the patients are attracted to these health centers. 
The underlying factor which is responsible for their coming is the hope 
of being cured by the natural health-giving properties of that locality. 
There are, however, certain agencies responsible for their being attracted to 
the health resort communities. Commercial advertising, in which the 
community is described to the public in glowing terms, its healthful ad- 
vantages too often over-emphasized and the necessity of medical care under- 
estimated, plays a large part in attracting them, 

People go to these communities because they have heard of them from 
relatives or friends who have lived there, or have known of other persons 
who were cured of similar afflictions by the climatic advantages. Indigent 
persons frequently migrate to these health resort communities because 
their home communities fail to take any responsibility for their welfare. 
In the past, some public officers and health departments have thought it 
easier to pay the transportation of families from their localities to health 
centers than to provide for them in their home communities, and have 
acted accordingly. They have even sent bed-ridden patients to these health 
resorts. This has not always been done with the motive of shifting the 
responsibility for the care of these people, but sometimes through ignor- 
ance on the part of those who believed that these sufferers needed only to 
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breathe the magic air and tread the enchanted soil of some of our famous 
health resorts to be completely cured. 

A great many people are urged to go to these health resort communities 
by their physicians, who do not realize or stop to consider that the ex- 
pense involved in moving a family to a new location, and providing for 
them until work can be obtained, is a strain upon the finances which 
many a patient cannot withstand; and after a brief, honest struggle the 
individual becomes a care of the charity agencies, including the out-patient 
department. 

There is the chronic health seeker who goes from place to place seek- 
ing relief, but never subjecting himself to the medical discipline and 
privations required for his recovery. 

There are those who are sent by the local chapters of national fraternal 
organizations to health resorts where sanatoria and hospitals are main- 
tained for their members. 

Since tuberculosis is the cause of most of this migration, we shall deal 
with the problems which are created by the victims of that disease. The 
migration of health seekers to certain centers has often played an im- 
portant part in the growth of these communities. Many of those who have 
been cured have remained and later exerted a large influence in the busi- 
ness and professional life of their adopted cities. Others less fortunate 
in their recovery, and financially handicapped from the start, have been 
unable to carry on the struggle alone and have had to apply to the charity 
organizations of the health resort communities for assistance, not only 
for themselves but very often for the other members of their families. 
It is this type of individual who applies to the out-patient department ; 
and it is with the problem which he and his family create that this dis- 
cussion will deal. 

A survey of two cities. known as health resorts revealed that one per- 
son of every 54 of the resident population in one city, and one of every 
75 of the resident population in the other city, were indigent tuberculosis 
sufferers. Of these, more than one-half were non-residents. One-half were 
foreign-born, and one-half were homeless men. The care of these unfor- 
tunate patients for one year cost the first city, whose population is 300,000, 
the sum of $200,000. Most of these patients were in moderate or ad- 
vanced stages of tuberculosis before they reached the health resort, having 
come with the belief that this was their last hope of regaining a measure 
of health. In many cases the chances of recovery were slight, even with 
the best of care. The death statistics in one community showed that more 
than 40 per cent of the deaths occurring each year in that community from 
tuberculosis were new-comers, who had been in the state one year or less; 
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and of this 40 per cent more than one-half died during the first three 
months of their residence. 

This emphasizes the fact that many of these patients are in a precarious 
condition when they leave their homes. The death rate among the indigent 
class is very much greater than among those of better financial circum- 
stances. It would be possible, if time would permit, to tell many harrow- 
ing tales of the suffering, privation, and forlornness of these unfortunate 
people. They present a brave front at first; but many, after a bitter 
fight, are overwhelmed and forced to give up. The family is torn asunder, 
one or both parents dying and the children being placed in orphanages. 
They come with hope and confidence, only to find, in the reality, woe 
which is beyond common experience. 

This situation creates the problem of compelling the citizens in these 
health resort communities to care for, either in their out-patient depart- 
ments or hospitals, the citizens of other communities. The out-patient 
service forms but one part of the sociological problem created by the 
migratory indigent sick. In fact, it is so closely related to the charity, 
crime prevention, hospital, and public health interests of the community 
that it is impossible to deal with the out-patient problems without con- 
sidering the others. 

This burden applies not only to the medical care necessary, but involves 
the support of the patients’ families. In cases of tuberculosis, it is at 
least a matter of months, and more often years, before patients recover 
to the point of supporting themselves and their families. 

Due to their destitution and despair many of these individuals and 
members of their families are easily led into crime, thus creating a further 
problem for society. 

The medical and surgical work in the majority of out-patient clinics is 
carried on by physicians of the community who donate their services. 
These doctors object seriously to caring for the indigent patients from 
other communities. They know that a great many of the patients whom 
they are called upon to treat in these clinics have at some time in the 
past paid adequately the medical men in their own vicinities, and feel 
that it is an injustice for these cases to be turned over to the physicians 
of the out-patient department only after their financial resources are ex- 
hausted. Moreover, from a scientific standpoint, these doctors are han- 
dicapped in the successful treatment of many of the cases which come to 
them, because of the fact that they come to the clinics when the prognosis 
is most discouraging, and the attending physicians must take up the almost 
hopeless task of treating those who are broken in body and spirit, as well 
as financially reduced. Sometimes the load on the few doctors who are 
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willing to devote their services to the clinics becomes so heavy that it 
causes very large personal sacrifices of time which should be devoted to 
their own private practices. 

These patients have crowded the existing facilities which the communi- 
ties have established for the treatment of their own citizens to such an 
extent that it is scarcely possible for any patients to be given institutional 
care except those in the most advanced stages. To the out-patient depart- 
ments in these communities, therefore, falls the burden of attempting the 
treatment of those in the earlier stages of the disease. Due to the fact 
that the institutions caring for such cases are over-crowded, it is neces- 
sary that some patients be housed in other places, and a problem is thereby 
created for the social service department of the out-patient clinic-—that of 
seeing that these people are living under sanitary conditions, and that those 
who can no longer continue outside of institutions are hospitalized as soon 
as possible. 

Very often the hospital or sanatorium will have a patient under its care 
for years until the case becomes arrested. Tiring of hospital routine 
and discipline, and thinking that he is sufficiently improved to live outside 
- the institution, the patient may leave the sanatorium against the physi- 
cian’s advice. Soon he finds that his judgment was at fault, and he again 
wishes to return to the sanatorium for care, but by this time his place 
has been filled, and until such time as the institution can again provide 
a bed for him the out-patient department must attempt to give him the 
necessary care, in order that the time, labor, and expense of the treatment 
given to him by the sanatorium may not be lost. 


How is the problem to be handled? The indigent patients who are 
- sent or voluntarily come from other localities should, in view of the fact 
that they can be treated successfully in their home communities, be re- 
turned to those localities just as soon as their presence is discovered. 
Those who are unable to travel must of course be cared for, either through 
the out-patient departments or through the hospital or sanatorium facili- 
ties. Due to this fact, the out-patient departments must codperate with 
the local health authorities and report all patients treated in the clinics 
who are not residents of that community. Those who are the lawful 
charges of the community should be cared for accordingly. The health de- 
partment should, also, by a similar method of codperation with the immi- 
gration department, deal with the problem of the foreign-born, especially 
those of the laboring class, who migrate to these health resort communities. 

The social service department of the out-patient section of all institu- 
tions should see that their patients, after discharge from either the hos- 
pitals or clinics, do not tarry in the community long enough to establish 
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their residence therein, and become citizens of it, thereby throwing the 
responsibility for their maintenance upon the adopted community. This 
procedure is absolutely necessary because the overwhelming majority of 
patients treated in this type of institution are indigent, and if they are 


allowed to become residents of the community, they will become county 
charges. The counties in such communities can protect themselves against 
such impositions by changing their statutes regarding qualifications for 
legal residence. 

\ young woman about twenty-two years of age, suffering from tuber- 
culosis, came to a health resort from another community about six months 
ago. Her finances were very restricted, but she did have enough resources 
to obtain accommodations in a boarding house. She tried to get along 
without medical care, not even applying to any out-patient department. 
About a month ago she found her physical condition so serious and her 
financial resources so reduced, that she at last became alarmed and 
applied for assistance. By this time the disease had reached such an 
advanced stage that there was no hope of her recovery. Upon her urgent 
request, her sister came to her assistance. The sister was able to obtain a 
position, the income from which would meagerly support both of them but 
would not provide for medical care, which had to be given by the out- 
patient department of the city dispensary. Because the tuberculous 
patient was a resident of another community, the local health officials cor- 
responded with the officials of her home community, who, realizing their 
responsibility in the matter, at once agreed to give the patient proper care 
as long as she lived, if the health resort authorities would send her back 
to them. The girl refused to return home. The sister plead that, since 
the patient had such a short time to live, she should be humored in being 
allowed to remain. The sister stated that she was willing to pay for the 
girl’s maintenance and support, if the city would provide the necessary 
medical care. Her real objective was to keep the patient in the resort 
community long enough for her to establish a legal residence, at which 
time it would be the responsibility of the community fully to maintain 
and care for her; and the sister would then be free to return to her home, 
leaving the patient a community charge. 

National fraternal organizations and veterans’ bureaus maintaining hos- 
pitals or sanatoria in these health resort communities should be assured that 
every patient is provided with return transportation upon his discharge. 
In some cases this is now being done. It is the problem of the social 
service departments of these institutions to see that such arrangements 
are carried out and that the discharged patients do not remain and become 
charges of the community in which their hospital is located. Very often 
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the national organizations impose upon the community in regard to the 


care of some of their patients. For example: A local chapter of a certain m 
organization located in a distant city sends an individual to one of their he 
national sanatoria for care, but upon his arrival he finds that the in- b 
stitution cannot admit him at that time, as all available beds are occupied. f 
The city is asked to care for this individual until such time as he can be Ic 
given institutional care in the fraternal sanatorium. In many cases the q 
city is compelled to care for these patients for’months until vacant beds Oo 
are available in the sanatorium. ti 


Moreover, there is the problem of what to do with the patient who is no 


longer in need of sanatorium or hospital care but whose condition is such tl 
that he must still remain in the locality. He may be unable to work, or c 
positions of a suitable nature may be hard to find. It is an economic a 
waste for this patient to continue to occupy a bed, unnecessarily, just be- V 
cause he is unable to care for himself outside until his recovery is com- t 
plete, especially when there are so many demands for every available bed. E 
In an attempt to solve this problem convalescent homes are being estab- ( 
lished for such individuals. Unfortunately, in these health resort com- I 
. munities, there are at present not enough of such homes. For those who \ 
are able to gain admittance, shelter under proper sanitary conditions is 


provided until they are able to become self-supporting, during which time 
they may go to the out-patient department for medical care. This prevents 
their attempting to work before they are able, at the risk of forfeiting 
the benefits gained by months or years of care received in the sanatorium 
or hospital. These convalescent homes tend, of course, to become per- 
manent boarding places, and are soon congested. 

The state should maintain sanatoria for the citizens of that state. This 
would relieve somewhat the situation of the migratory patient, so far as the 
larger cities are concerned. The rural communities do not offer facilities 
for medical care such as are found in the larger cities, and therefore 
the citizens migrate to the larger centers for treatment, with the result 
that the burden of responsibility for the citizens of the entire state tends 
to fall on the more thickly populated areas. 


One fair solution of the out-patient problem in the care of these pa- 
tients would be the maintenance of out-patient departments by national! 
organizations. Up to the present time these organizations have been taxed 
to the utmost for the sanatorium care of unfortunate members of their 
organizations, and have not been able to divert any portion of their funds 
from the work they are doing to the establishment of out-patient depart- 
ments. This now falls upon the municipal tubeiculosis dispensaries and 
the out-patient departments of hospitals. 
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Along this line, it might be interesting to trace briefly the history of 


many of these national fraternal and church sanatoria located in these 
health resort communities. They were in most cases originally founded 
by local groups to care for the citizens of that community. The demands 
for admission to them by these migratory indigents became so great that the 
local organizations found themselves financially unable to satisfy the re- 
quests for their services. They solved the problem by appealing to their 
organizations in other parts of the country, and soon their support, activi- 
ties, and work became national in scope. 

While the methods which are suggested will help to remedy the situation 
they will not completely solve the problem. The actual solution lies in a 
campaign of teaching the public, and in particular the agencies which 
are in any way responsible for this migration to the health resorts, that, 
with few exceptions, while climatic conditions play a recognized part in 
the care of certain diseases, immediate relief cannot be found without 
proper medical care, good food, plenty of fresh air, and, above all, peace 
of mind. And if an individual is not sure of obtaining all these in a 
health resort community, he is much better off at home. He should be: con- 
vinced that his disease can be successfully treated in any community with 
intelligent medical care.’ 

1 gratefully acknowledge the assistance of Dr. B. B. Jaffa, manager of health and charities, 
city and county of Denver, in the preparation of this discussion. : 














OUR CONVENTION WEEK 


HE AMERICAN HOSPITAL ASSOCIATION is holding its thirty-third an- 

nual convention in Toronto this week. The city of Toronto and its 

good citizens have extended the hospital people a cordial welcome. 
Their hospitality has been generous. They have left nothing undone to 
make our stay in their delightful city a pleasant one, and our convention a 
gratifying success. 

Aside from their value as educational forums, conventions such as our 
own contribute a great deal in maintaining international amity. Conven- 
tions create friendships and promote international understanding. The 
hospital people of North America who are‘ attending this convention will 
return to their homes with lasting memories of the beauties of Toronto and 
the unfailing courtesy of her hospitable people. 

The American Hospital Association is deeply appreciative of the co- 
operation which His Honor, Mayor Stewart, and his official family have 
given us. 

The Ontario Hospital Association, whose guests we are, and Dr. John 
Ferguson, its president, have been charming hosts. 

The burden of the work of preparing for the convention has fallen on 
the capable shoulders of the General Arrangements Committee, of which 
Mr. Henry A. Rowland is chairman. His assistants, serving as chairmen 
of different committees, have carried this work and have made this con- 
vention the best in the history of the Association. To Mr. Rowland and 
his associate chairmen the American Hospital Association feels a deep 
sense of obligation for the work which they and their committees have done. 
The chairmen of these committees are as follows: 


Chairman, Committee on Local Arrangements—Mr. Henry A. Rowland, 
supt., Riverdale Isolation Hospital, Toronto. 

Secretary—Dr. Fred Routley, 314 Medical Arts Bldg., Toronto. 

Ladies’ Committee—Miss G. B. Ross, supt., Wellesley Hospital. 

Mrs. P. W. O’Brien. 

Entertainment Committee—C. J. Decker, supt., Toronto General Hospital. 

Exhibits Committee—A. J. Swanson, supt., Toronto Western Hospital. 

Banquet Committee—J. H. W. Bower, supt., Hospital for Sick Children. 





Reception and Information Committee 








Publicity and Decorations Committee—R. H. Cameron, Women’s College 
Hospital. 

Program Committee—Dr. G. Harvey Agnew, Canadian Public Health 
Association. 


[ 94] 











Joun Fercuson, M.D. 
President of the Ontario Hospital Association, whose guests we are 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


Transportation Committee-—R. R. Hewson, supt., Toronto East General 

Hospital. 

The convention itself is worthwhile, as all such conventions are. It has 
assembled in Toronto people who administer and staff our hospitals and 
those who support them. Authorities on welfare activities closely asso- 
ciated with hospital work have addressed this convention and have partici- 
pated in the discussions. There is no one who has attended the sessions 
of this convention but will carry back to his home more knowledge and 
better knowledge of his work, and of his hospital. 

This convention more than any previous one is a fact-finding convention. 
It is confirming policies, establishing procedures, that have been well tested. 
It is keeping its feet on the ground, presenting subjects of major im- 
portance for discussion. This convention is tearing off the veil of super- 
ficiality and is baring the errors of our hospitals, without unduly exalting 
their virtues. It is getting down to cases and is ‘ 
doing things” for all of our hospitals. 


‘going somewhere and 


It is a friendly convention. It is combining its earnest work with some 
of the enjoyable features which the committee has provided. It is a serious 
convention, trying earnestly to work for the best interests of our hos- 
pitals, to bring them closer to the patient, to manage them more efficiently, 
and to hasten a return of a more prosperous day for all of our institutions. 


ek 


[ 96] 











Grorce F. STEPHENS, M.D. 


Superintendent of the Winnipeg General Hospital and Trustee of the 
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REPORT OF COMMITTEE ON PUBLIC 
HEALTH RELATIONS 


HE LITERATURE of the past decade has been rife with articles urging 
“bee hospitals join hands with other health agencies in their efforts to 
improve community well-being. The details, however, of this sensi- 
tive subject have been too pointedly avoided. Everyone admits codpera- 
tion between hospitals and public health organizations to be desirable, yet 
few propose the means of obtaining it. To define the limits of authority 
for the two groups, to outline relationships between them, are thankless 
tasks for any committee to undertake. Nevertheless, as the 1927 Com- 
mittee on Public Health Relations of the American Hospital Association 
informed you, a surprisingly large amount of health work is already being 
done jointly by hospitals and public health agencies, and, having originated 
spontaneously, is in need of guidance, standards, purposeful direction. 
Hence, your committee feels justified in undertaking to make recommenda- 
tions concerning the types of work that can be desirably carried on be- 
tween hospitals and public health agencies and concerning general prin- 
ciples governing such codperative work. The preceding committees have 
done some admirable investigative work giving a picture of the types of 
cooperation now existing for the control and care of contagious diseases, 
for laboratory service, and in clinic management. It is the intention of 
your present committee to use these previous studies, together with data 
from first-hand investigation of several outstanding hospital health cen- 
ters, in submitting the recommendations contained in the following report. 
The pressing need for cooperation between hospitals and such agencies 
as health departments, social service organizations, visiting nurse associa- 
tions, Red Cross chapters, voluntary clinics, and others is more than ever 
apparent at the present time when so many of them find it necessary to 
conserve their funds. In times of economic stress the public is most 
sorely in need of health services. Yet how are these to be supplied ade- 
quately if health agencies are forced to cut their budgets? The solution 
seems to lie in codperative activities. When each health agency cannot 
afford to give a complete service, then it must specialize and concentrate 
upon one or two. Thus one agency will furnish district nursing, another 
social service, another diagnostic service, another clinical treatment. And 
when these various agencies correlate their work, the result is almost 
certain to be a more complete and well-rounded health service, at lower 
cost, than if each worked independently. 
The communities which have pioneered in codperative public health 
work are deserving of great praise, for without the knowledge they have 
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furnished of the pitfalls to be avoided and the possibilities for success in 
special fields, we should have even more difficulty than at present in deter- 
mining tentative standards for guidance in joint health services. 

After studying the many kinds of codperative relations in laboratory 
work, care of communicable diseases, social service, nursing service, and 
clinics, your committee has grouped them under the following headings 
as being acceptable from ethical and practicable standpoints. Those which 
do not fall under the divisions given are questionable or at least less de- 
sirable types of cooperation. It is far from being your committee’s: in- 
tention to criticize any communities not having these types of codperation, 
for there are brilliant exceptions. The list is rather for the guidance of 
those who are seeking to promote codperative health relations where none 


now exist, or to improve those already established. 
ACCEPTABLE TYPES OF CO-OPERATION 


Laboratory Service 
1. The state or provincial health department furnishes laboratory 
service to hospitals, municipal health departments, or individual physi- 
cians not having adequate facilities for the same, or desiring to check 
their own analyses. As usually found, this type of cooperation ap- 
plies particularly to examinations for rabies, syphilis, diphtheria, 
typhoid, tuberculosis, malaria, meningitis—in brief, for communicable 
and to chemical analysis of food and drugs. There seems to be 





(liseases 
no reason for limiting the type of analysis, however. On the contrary, 
it is desirable to extend clinical laboratory service to physicians and 
small hospitals for the diagnosis and treatment of non-communicable as 
well as communicable diseases. The New York state health department 
has set up its laboratory service essentially on this basis, an arrangement 
which is reported to be quite satisfactory. Under this plan laboratory 
service is brought to many small hospitals and physicians who other- 
wise would not have it available. 

2. The state or provincial health department subsidizes the laboratory 
of one hospital, either municipal or voluntary, in each of several cities 
throughout the state or province. These laboratories are in the nature of 
branches for carrying on the same type of work as described in the above 
paragraph. 

3. The municipal health department makes laboratory analyses for 
local hospitals, the county health department, local physicians, and 
voluntary health and welfare agencies, such as day nurseries, settlements, 
etc. This work is often done free of charge for hospitals and dispensa- 
ries, but usually a flat charge is made for each examination. 
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4. A municipal or a voluntary hospital provides laboratory service 
for the city or county department of health. The practice of having a 
private hospital take over the laboratory work for the community’s 
health department, when the latter cannot afford to maintain such service 
of its own, is one of the more unusual aspects of codperation. Yet the 
custom has developed spontaneously out of a real need, and there seems 
every reason for encouraging it, provided the hospital making the 
analyses is an accredited institution. The following are among the various 
financial arrangements: 

(a) The health department furnishes part of the personnel, such as a 
pathologist or technicians, and the hospital supplies quarters, 
equipment, etc. 

(b) The health department pays a fixed sum for each examination. 

(c) The hospital supplies laboratory service upon payment of a 
stipulated monthly sum. 

(d) The health department makes an annual grant to the hospital to 
cover the cost or partial cost of laboratory work. 

Note: The policy of having a local health department contract with a 
hospital for laboratory service or having a hospital contract with a health de- 
partment for laboratory service should be in the interest of efficiency and 
economy for the smaller hospitals and health departments. On the other 
hand, when units of service are sufficiently large to justify independent labora- 


tories, service more suited to the needs of the particular institution can be 
developed. 


Control of Cemmunicable Diseases 


You will recall that the Committee on Public Relations for 1927 based 
its findings on questionnaires sent by the Committee on Administrative 
Practice of the American Public Health Association to all cities of 30,000 
or more in the United States and Canada, in order to determine the type 
of cooperation existing between hospitals and health departments. With 
reference to communicable diseases, their statistical analysis showed that 
of 247 cities replying, 58 had facilities for hospitalizing cases of com- 
municable diseases in general hospitals. However, a study made in 1929 by 
the same committee (Sub-committee on Organized Care of the Sick of the 
Committee on Administrative Practive) to include the same group of 58 
cities revealed that the degree of codperation, or rather of hospitaliza- 
tion of acute contagious diseases, was not so great as the 1927 survey 
had seemed to indicate. The questionnaires for the 1929 study were sent 
to 192 cities where it was thought no communicable diseases were cared 
for in general hospitals, and to the 58 cities of the 1927 survey which 
were believed to be caring for communicable diseases in general hospitals. 
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Of the latter group, 51 replied and their replies were classified as follows: 
Five had no facilities for hospitalizing communicable diseases. 
Seventeen admitted communicable diseases only to special isolation 

hospitals. 
Nine admitted communicable cases to general hospitals. 
Kight admitted communicable cases to a separate building in a gen- 
eral hospital. 
Twelve admitted only certain types of communicable diseases (such 
as tuberculosis or venereal disease) to general hospitals. 
Of the group of 192 hospitals, 70 replied, and of this latter number 
only 9 stated that communicable cases were admitted to general hospitals. 
Thus it seems apparent that among cities of 30,000 or more there is 
comparatively little utilization of general hospitals for the care of com- 
municable diseases, particularly of the acute types such as scarlet fever 
and diphtheria. Yet, as is widely agreed, most cities under 100,000 find 
it exceedingly costly to maintain isolation hospitals, inasmuch as the latter’ 
require complete staffs and full equipment in order to be efficient even 
though they are often not in use during several months of the year. The 
committee making the study in 1929, referred to above, found, for instance, 
that in Greenwich, Connecticut, where a special isolation hospital was main- 
tained, the net cost in 1928 to the city per patient per day was $13.36, 
and that in a number of other cities where first-hand investigation’ was 
made the cost of running a separate contagious hospital was unnecessarily 
high. One city reported that with the elimination of smallpox and the 
reduction of diphtheria in the community, its 40-bed isolation hospital re- 
a typical situation in 





mained fairly empty for six months of the year 
many cities. Yet the usual staff must be employed and the building kept 
open for emergencies. Then, too, there is the expense of maintaining in- 
dividual heating plants, kitchens, and other utilities. 

Surely, if we are at all interested in reducing the costs of medical and 
hospital care, we must recognize that here is one of the most excellent 
opportunities for effecting economies, that is, by utilizing a portion of the 
staff, the equipment, and the building of a general hospital to care for 
communicable diseases. The advantages are far from being only finan- 
cial. Patients receive the benefit of special facilities, already existing in 
the general hospital, for the prevention and treatment of contagious dis- 
eases and their sequela. Patients likewise have the advantage of a broader 
professional service. Too often the isolation hospital, maintained on 
meager public funds, has the barest minimum of equipment and medical 
and nursing service. The danger of rendering inadequate medical care in 
poorly equipped isolation hospitals is far greater than that of infection 
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which might occasionally result from adding a contagious ward or unit to a 
general hospital. Still another advantage is that hospitalizing contagious 
cases in general hospitals provides nurses and interns with the necessary 
clinical material to complete their education. Under the present system, in 
which contagious diseases are usually treated outside of a general hospital, 
it frequently happens that young physicians have not seen a sufficient num- 
ber of cases of scarlet fever or diphtheria during internship to cope with 
them in private practice. Nurses, too, are often not qualified to care for 
these types of cases after their period of training in a general hospital 
that excludes communicable diseases. 

Concerning the danger of infecting other hospital patients, that is gen- 
erally agreed to be slight, as previous committees have emphasized, pro- 
vided careful aseptic technique is maintained. It must be re- 
membered, however, that constant watchfulness, implying a high type of 
administration, must be exerted and that scrupulous aseptic technique is 
expensive to maintain. Therefore, if the community is large enough to 
operate and make full use of an efficient isolation hospital in addition to a 
general hospital, that is the plan of choice, for even the possibility of one 
death due to infection spread to the general wards must give us pause. 
But in the event that a community can support but one well organized 
hospital, your committee not only concurs with previous committees in 
stating that a unit for contagious diseases should be an integral part 
of the hospital but also urges that such codperation be definitely encouraged. 
Your committee feels that it is the duty of physicians, hospitals, and pub- 
lic health workers to aid in overcoming the prejudice among governmental 
hodies and the laity generally against housing contagious diseases in or 
near a general hospital. 

In the interests of better care for persons having communicable dis- 
eases, of economy, and of better education for nurses and interns, codpera- 
tion between boards of health and hospitals in the management of com- 
municable diseases could well be developed by many more rural com- 
munities and small cities than is now the case. 

Your committee feels that the following types of codperation in the 
care of communicable diseases are acceptable: 

1. The city or county health department pays a per capita, daily or 
weekly rate for all cases (more often, only indigent cases) of com- 
municable disease cared for by a designated municipal general hos- 
pital or a voluntary hospital (occasionally, to several hospitals in the 
city). Asa slight variation of this plan, one hospital in the community is 
selected to care for the acute contagious diseases and another one is 
named for the care of patients with tuberculosis, venereal disease, etc, 
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The hospitals selected assume responsibility for proper clinical manage- 
ment of the cases. The health department, for its part, takes charge of 
the details of quarantine, directs home disinfection, and takes similar 
steps to protect the community. Although the patients are admitted on 
recommendation of pritate practitioners, the diagnosis should be con- 
firmed by the health officer. 

2. The city or county health department pays a flat sum annually 
to municipal, county, or private general hospitals for the care of pa- 
tients (or indigent patients only) having communicable diseases. 

3. The city or county health department pays to a designated pub- 
lic or private hospital a per capita sum for the amount of care fur- 
nished each patient with communicable disease, in addition to an annual 
sum to cover overhead costs of such care. Of the three plans here men- 
tioned, this last is favored as being the fairest. method of reimbursing 
the hospital. 

4. The contagious disease unit of a local hospital is built by the city 
or county health department. The pavilion or ward may be maintained 
jointly by the health department and the hospital, or the health depart- 
ment may make an arrangement for per capita payment or an annual 
subsidy to cover the cost of the hospital’s service. The second plan is 
preferable as it provides for greater centralization of authority and 
places the entire clinical management in the hands of the hospital’ with 
its existing facilities for treatment. 

5. The pavilion for contagious diseases owned by a private hos- 
pital is leased to the city or county health department. The latter main- 
tains the pavilion (or pays the cost of maintenance), directs the clinical 
work in relation to care of communicable diseases, and has the privilege 
of using the special facilities connected with the hospital. It is more 
desirable that the health department pay the cost of maintenance rather 
than take over the actual work of maintenance, so that a common 
dietary department, heating plant, and similar services may be used 
and thus greater economies be effected. 

6. The state or provincial health department makes an annual grant 
to local general hospitals for the care of indigents with communicable 
diseases. In this connection may be mentioned the work of the New 
Jersey Commission to Study State and County Aid to General Hos- 
pitals, who reported in 1929 that the majority of hospitals in that state 
did not favor state aid to compensate for free service rendered but 
desired rather an extension of the existing systems of county and mu- 
nicipal aid. It should be noted that whether the subsidy is granted by 
the state, province, county, town, or city, the amount should be based 
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upon the actual number of patients given free service by the hospital. 
The size of the budget and the expenditure of funds should be decided 
upon by the health department and not only by a lay governmental body 
such as a city council. 

7. The health department (city, town, county, province, or state) 
conducts and pays the costs of a drive for immunization against 
diphtheria, rabies, smallpox, etc., and the hospitals, either public or 
private, furnish the quarters and nursing service at a nominal charge to 
reputable physicians desiring to immunize their patients. In the case 
of patients unable to pay, immunization treatment is given by members 
of the health department or is paid for by the health department. In 
other instances, immunization is in charge of the health department, 
while the hospital simply furnishes accommodations and nursing and 
other services. The attitude of the private practitioners and the hos- 
pital is to cooperate to the fullest extent with the health authorities in 
disease prevention and public health measures. 

8. The Federal government contributes part of the funds and per- 
sonnel for projects of municipal, county, state, or provincial health de- 
partments for the control of communicable diseases. The work of the 
United States Public Health Service, too well known and established te 
need repeating here, is of this nature. Many of the activities embrac- 
ing venereal disease control, examination for tuberculosis, and immuniza- 
tion are being centered around civil as well as Federal hospitals. 


Social Service 





1. The state or province appoints a social worker who does part- 
time social work for several hospitals in a given district. As it is usually 
found, this kind of co6peration is concerned principally with mental 
disorders. Massachusetts, for instance, supplies social service to state 
hospitals caring for mental cases, for the purpose of rehabilitating these 
patients and making them economically productive insofar as is possible. 
This seems a proper function for the state to assume and it would ap- 
pear desirable that more states and provinces adopt the practice of 
furnishing social service to local hospitals, not necessarily state institu- 
tions, particularly, since many small hospitals are in need of but cannot 
afford social workers. As a step in this direction, state social service 
might well be supplied for orthopedic, tuberculous, and cancer patients. 

2. A voluntary social service agency supplies a part-time social 
worker to a local hospital. There is a growing need for social service in 
hospitals, and for the institution having a limited budget this type of 
cooperation with a local welfare agency fills a real want. 
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3. The city health department supplies a social worker for clinics in 
a voluntary hospital. Even though curative medicine is not deemed 
a suitable field for health departments, there remain scores of other 
opportunities and one of the most fruitful of these is in social service. 
Municipal social workers who would search out the sick of a community 
and persuade them to take treatment, who would bring others to the 
hospitals for prophylactic care, who would follow up patients released 
from local hospitals not able to afford their own social workers, can be 
one of the greatest aids in eradicating disease in the smaller communities. 

4. A local municipal or a voluntary hospital employs a social worker 
who, besides aiding the hospital, supplies data to the health department, 


welfare agencies, schools, etc. 


ursing Service 

1. A local hospital furnishes the services of student nurses to 
voluntary or health department clinics. This arrangement is excellent 
as it gives pupil nurses experience in public health nursing. 

2. The city health department furnishes follow-up nursing for 
prenatal, preschool, tuberculosis, and venereal disease clinics conducted 
by a voluntary hospital. 

3. The city health department supplies nursing service for public 
health clinics conducted in a voluntary hospital. The idea of having 
health department nurses work in public health clinics held in hospitals 
seem” particularly desirable. 

4. The staff of a state or provincial hospital conducts clinics at the 
offices of local visiting nurse associations with the assistance of the 
nurses. As public health nursing is the agency through which the 
health department makes most of its contacts with the public, it seems 
less desirable for the health department to contract with a private or- 
ganization such as a visiting nurse association for the performance of 
this service. The practice, however, prevails in certain places but is 
better if confined to localities where the health department is not able to 
support a program of public health nursing. 

5. The visiting nurse association provides nursing service for out- 
patients in clinics conducted by certain voluntary or municipal hospitals. 

6. The visiting nurse association supplies generalized home nursing 
service to out-patients of voluntary or municipal hospitals. 

7. School nurse service is provided by a voluntary or municipal 
hospital, upon payment of a stipulated annual sum from the health de- 
partment or board of education. 


[ 105 ] 





ET 20 ETN OT TIRE ARN TSI. PERI TASL UT IC RE NGA 1 NEE PEE SN 9 Ra 








THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


Clinics 

Your committee feels not only that codperation between hospitals and 
other public health agencies in the management of clinics is acceptable 
but that it is actually necessary for all clinics, particularly if they offer 
treatment as distinguished from diagnostic services, to be associated with a 
recognized hospital. 

This arrangement is desirable from several standpoints. By codperat- 
ing with a good hospital the clinic obtains better facilities for treatment 
and has available a large medical staff for purpose of consultation. Thus 
a higher type of medical care is assured than is usually possible on the 
limited funds of a subscription-aided or tax-supported clinic. Another ad- 
vantage: more persons needing medical care are brought to the hos- 
pital as the result of publicity campaigns conducted by the clinics. 
Overlapping of services on the part of the hospitals and clinics also 
tends to be eliminated. Finally, closer harmony between the medical pro- 
fession of a community and public health workers is more likely to be 
effected when both groups are brought together upon the meeting ground 
.of the hospital, facing as it does toward both curative and preventive 
medicine. 

Because a so-calied “public” clinic, whether it be one operated by the 
board of health or by a community chest, is to be associated with a hospital 
does not necessarily imply that the former is to lose its autonomy. On 
the contrary, the clinic may operate with its usual staff of administrators, 
with this difference: that the hospital makes inspections at regular intervals 
to ascertain if the clinic’s facilities and plan of organization meet recog- 
nized standards. Should the clinic desire to keep its management intact, 
codperation can be made effective by means of a liaison committee, com- 
posed of representatives from the hospital and the clinic. 

Study of the field of codperative health work shows the following kinds 
of clinics to be operated jointly, in varying degree: 


Orthopedic Hookworm 

Tonsils and adenoids Malaria 

Eye, ear, nose, and throat Trachoma 
Tuberculosis Health examination 
Dental Cancer 

Vaccination Venereal disease 
Psychiatric Prenatal 

Habit Well-baby 

Child guidance Preschool 


Some of these clinics for which the resources of hospital and health de- 
partment or voluntary agency are pooled are founded much more fre- 
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quently than others. The larger share of cooperation from the states and 
provinces, for instance, is extended toward clinics for the crippled, the 
syphilitic, the mentally abnormal, the tuberculous. There is, of course, 
no reason for confining state aid to these fields, but yet they are particularly 
appropriate as such clinics are designed to rehabilitate patients most likely 
to become state charges. One is struck by the sparsity of cancer and 
cardiac clinics. It would seem to your committee that more of these should 
he established in general hospitals, the latter to carry on the diagnostic 
work and the health department to conduct educational campaigns warn- 
ing of the dangers of cancer and heart disorders. General diagnostic 
clinics, too, although they are increasing in number, are still fewer than 
they should be. A large portion of the public has been educated to demand 
periodic health examinations and yet is frustrated in securing them by the 
inadequacy of facilities for thorough diagnosis in the average practitioner’s 
office. If the hospital’s wealth of equipment for analysis of body secre- 
tions and body cavities could be made available to community physicians 
desiring to keep their patients well and not only to cure them after they 
have become ill, the gap between curative and preventive medicine, or, 
more concretely, between hospitals and public health workers, would be 
more easily spanned. The absence of cooperative clinics for prevention 
and treatment of goiter, obesity, and diabetes is noticeable also, but the 
need for these is probably not so urgent. It is gratifying to note the large 
amount of cooperation among clinics for prenatal care and child welfare. 
A tabulation would probably show that these two types of clinics out- 
number all others under joint management. These, since they are con- 
cerned chiefly with preventive measures, are the most suitable for volun- 
tary health agencies and public health departments to operate with a large 
measure of control. However, all cases requiring treatment should be 
referred to private practitioners. But, as the line of demarcation between 
preventive and curative medicine is nearly invisible, the importance of hav- 
ing independent clinics associated with a reputable hospital is easily 
apparent. 

Codperation of hospitals in the management of clinics owned by lay 
groups or “independents” is especially desirable in order that the latter 
may avoid the dangers of unethical practice and that medical standards may 
be kept high. If so-called lay clinics have erred in their methods ot reach- 
ing the public, in the type of treatment rendered, it has generally been 
through ignorance or failure to understand the proper procedure rather 
than through wilful opposition to medical ethics. Closer liaison with high 
types of hospitals should help to correct this deficiency. 


Coéperative relations in the conduct of clinics may vary all the 
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yay from complete jurisdiction over the clinic on the part of the hos- 

pital, with the lay or governmental health agency promoting interest in 
disease prevention, to full autonomy of the health department or other 
health agency, with the hospital supplying only the clinic quarters. 

The following, in the opinion of your committee, are acceptable types 
of codperation in clinic management. The examples given in parentheses 
are listed not with the idea of limiting the kinds of clinics but merely to 
illustrate more clearly typical situations of codperative management as 
found in various cities throughout the United States and Canada. 


1. Part of funds, usually a flat sum annually, is contributed by the 
municipal health department for the operation of clinics conducted in the 
out-patient department of public or private hospitals. In this case, full 
control usually rests with the hospital, the advantage to the health depart- 
ment being that it need not go to the expense of maintaining its own 
clinics for disease prevention. (Child welfare clinics are conducted at 
a voluntary hospital, for which service the city health department pays 
$150 monthly. ) 

2. The entire funds for public health clinics in a voluntary or a 
municipal hospital are supplied by the health department. The ad- 
ministrative and clinical work is generally in charge of the hospital 
personnel. The advantage of having the clinical work directed by the 
hospital staff is that treatment measures, as well as diagnostic procedures, 
can properly be carried out. (A voluntary hospital conducts venereal 
disease clinics with funds supplied by the city health department. ) 

3. A voluntary or a municipal hospital supplies quarters for preven- 
tive clinics conducted by the city health department. In most instances, 
the hospital also extends the use of its laboratory facilities and equip- 
ment, while the health department’s personnel conducts the clinics. 
(Well-baby clinics are operated by the local health department in a 
room of the out-patient department in a private hospital.) 

4. A public or private hospital conducts clinics in quarters supplied 
by the local health department. This arrangement is not so desirable as 
the one above, since the health department quarters are likely to have 
fewer facilities than the hospital. The plan, however, adapts itself to 
branch clinics for prophylactic work for which it is desired to have the 
best medical skill available. (A community hospital conducts a tubercu- 
losis and a preschool clinic in the offices of the department of health. ) 

5. A voluntary or a municipal hospital holds clinics, including pe- 
riodic health examinations and diagnosis and treatment of disease, for 
school children on behalf of the beard of health or the board of educa- 


tion; the municipality pays a stipulated annual sum for this service. 
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6. The municipal health department pays a local hospital a per capita 
sum for all tonsil and adenoid and orthopedic cases referred for op- 
eration. 

7. A voluntary or a municipal hospital supplies quarters for a clinic 
conducted by the county. (A mental clinic is maintained by the county 
in the out-patient department of a city hospital.) 

8. The province or state subsidizes clinics in local hospitals. (The 
provincial governments of Canada provide clinics for treatment and 
control of social diseases. These clinics are most frequently conducted in 
connection with various municipal or voluntary hospitals.) 

9. The state or province provides the medical personnel for a clinic 
maintained at a local hospital. (The state furnishes the medical staff 
for a child guidance clinic in a voluntary hospital.) 

10. The state or province conducts a clinic in quarters provided by a 
local hospital. (Two voluntary hospitals provide quarters for cancer 
clinics under the direction of the state department of health.) 

11. The state or province furnishes the staff for a clinic held at a 
local hospital and the county pays the cost of maintaining the clinic. 

12. The school dental department conducts dental clinics at a local 
hospital, the latter furnishing the quarters. 

13. Preventive clinics are conducted in a local hospital by the visiting 
nurse association, to which organization the city health department con- 
tributes an annual sum. 

14. A local hospital supplies quarters for a prophylactic clinic con- 
ducted by the Red Cross. 

15. <A local service club pays the cost of medical and nursing service 
for a clinic conducted in and by a local hospital. The hospital authori- 
ties, of course, select the personnel. (A business men’s organization 
contributes to the maintenance of an orthopedic clinic.) 

6. Various welfare societies conduct clinics in quarters provided by 
local hospitals. (The tuberculosis society holds diagnostic clinics in a 
municipal hospital. ) 

17. The community chest contributes funds for the maintenance of 
clinics in local hospitals. 

18. A voluntary dispensary conducts clinics in quarters supplied by 
a public or a private hospital. 

19. A local voluntary dispensary receives an annual contribution 
from the state or provincial health department toward the maintenance 
of a clinic, and a local hospital supplies the services of student nurses 
in exchange for training of the latter in public health and social service 
nursing. In this connection your committee wishes to point out that 
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while some communities in which health departments are cooperating 
with independent dispensaries are doing excellent work, better rela- 
tions with the local medical profession will be maintained and the effi- 
ciency of the clinic increased if there is a tie-up with a recognized hos- 
pital. The hospital in turn will benefit by the added clinical experience 
for the instruction of its nurses and interns. 


20. A municipal health department conducts a clinic in a voluntary 
dispensary and a local hospital aids in an advisory capacity (or supplies 
nursing service, extends laboratory facilities, etc.). 

21. Welfare associations contribute various services to clinics con- 
ducted in and by hospitals. (A social hygiene league follows up all 
cases of opthalmia neonatorum on behalf of a local hospital.) 

22. The Federal government through one or another of its depart- 
ments or bureaus furnishes part of the funds and personnel provided the 
state, province, county, or municipality contributes toward the public 
clinics. The outstanding example of this type of codperation is that 
supplied by the United States Public Health Service. The manner of 
codperation has here been so thoroughly tested that it is no longer a 
problem but rather is a model for other groups planning joint health 
services. The projects embrace such varied types of health work as 
prenatal care, examination of preschool children, mental hygiene, and 
correction of physical defects. In these activities the local voluntary or 
municipal hospitals codperate to the fullest extent. 

GENERAL PRINCIPLES GOVERNING CO-OPERATIVE RELATIONS AMONG 

HOSPITALS AND OTHER HEALTH AGENCIES 

Your committee seeks to lay down no arbitrary standards as to how joint 
health work shall be conducted, for in its details this is a problem for the 
individual community—a problem that must be worked out in large degree 
by the empiric method. But it does seem that if all the agencies concerned 
had a clear idea of the ethics involved, realized when they have precedence 
and when they must subordinate their authority, and understood the motiva- 
tion for certain procedures and rules, much of the fog of administrative 
differences that so often hinders effective preventive medicine might be 
dissipated. With this in mind your committee submits the following prin- 
ciples, as a groundwork upon which future policies dealing with rela- 
tions among hospitals and various public health agencies may be built. 
Your committee fully appreciates, of course, that time will no doubt reveal 
weaknesses in some of the following recommendations, that there will be 
need of repair and reconstruction in the future. Some of these principles 
you will recognize as being old timber, so to speak; others may strike 
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you as being too new to be well seasoned. Views on the subject of the 
public responsibility for public health are changing quite rapidly, and it is 
a point upon which there is much difference of opinion. The extent of this 
responsibility and how it will be~ discharged are matters which in the 
future will be determined, as they have in the past, by experience and 
the changing social order. Yet it must be remembered that in the matter 
of joint services hospitals and other health agencies are in need of guiding 
policies, even if they prove to be but temporary. 

The following principles are submitted with the above factors in mind. 

1. Jt is desirable that every community take inventory of its own public 
health services so as to discover possible means of eliminating any over- 
lapping functions that may exist and bolstering up any weak services 
through coérdination and codperation. In many communities there are 
numerous voluntary organized groups, each sponsoring definite and ambi- 
tious health and welfare programs. It is most important for efficiency 
and harmony that these activities be properly correlated one with the other 
as well as with the local hospital or hospitals and the health department. 
A survey providing comprehensive data as to the scope and functions of 
each activity is essential for this purpose. 

2. No new public health agency should set up organization without 
first advising with the others in the field as to the community's needs and 
the manner in which existing agencies meet the requirements. If public 
health work in the past had developed in orderly fashion rather than upon 
the impulse of philanthropy, which, however laudable, was usually limited 
to individualized groups, it is quite likely that more dramatic results would 
have been achieved by this time, at lower cost. Often a community has 
found itself in such.a situation as having two philanthropic organizations 
supplying follow-up nurses and none furnishing a much needed social 
service. However, it is never too late to put our house in order, and by 
insisting that all new health agencies consult with those already giving 
service, we can do much toward leveling off overproduction and filling in 
underproduction in health services. 

3. All clinics engaging in curative medicine should be associated with 
recognized hospitals so that patients may have the advantages of modern 
diagnostic and therapeutic aids and the highest type of clinical care. It is 
also desirable that clinics carrying on prophylactic work be associated in 
some manner with a reputable hospital, inasmuch as the gradations between 
preventive and curative medicine are often almost imperceptible and both 
types of care require the best of scientific skill. While it is recognized 
that many independent dispensaries and clinics are better equipped and 
staffed than a like number of small general hospitals, yet it is usually 
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admitted that the average general hospital, by the very nature of its func- 
tion of caring for the sick, has better facilities for all types of medical 
treatment than has the average clinic supported by a voluntary agency or a 
health department. On the other hand, many of these clinics have been 
able to focus public attention upon the need for preventive medicine as 
few hospitals succeed in doing. Thus it would seem that hospitals and 
independent clinics should work in conjunction in order to complement 
each other. 

4. Every general hospital, whether urban or rural, should have a 
diagnostic clinic or health inventorium which reputable physicians might 
utilize for periodic health examinations of their patients. If the community 
already has adequate diagnostic clinics, general hospitals obviously need not 
create additional ones but rather should seek to codperate with existing 
clinics. Either of two plans may be adopted in extending the services of 
a diagnostic clinic: (a) the individual physician himself may conduct the 
examination and have the use of the hospital’s laboratory services and 
equipment upon payment of a nominal fee, or (b) the examinations may 

.be performed by members of the medical staff of the hospital and reports 
sent to the physician in charge of the case. In the latter event, the cost 
of the diagnostic tests is billed directly to the patient. 

5. It is not desirable that health departments enter the field of curative 
medicine, with certain exceptions. The importance of keeping curative 
medicine in the hands of the private practitioner has been too much dis- 
cussed to need repetition here. It would seem, however, that the health 
department is the logical agency to administer those parts of the medical 
program, other than custodial care, which may be accepted as a public 
responsibility. 

6. Wherever possible when health departments and voluntary health 
and welfare societics are engaged in cooperative activities, a recognized hos- 
pital should be included in the liaison, tf only to serve ina consulting ca- 
pacity. The health program that unites only public health organizations 
and omits the hospital and its close contact with the sick of a community 
is weak. Moreover, by omission of the hospital, the majority of the 
medical profession are not represented in public health work. The hospital, 
in turn, having long been lax in the promotion of health, is in need of 
the richer experience in preventive medicine afforded by an exchange 
arrangement with health departments, voluntary dispensaries, heart asso- 
ciations, welfare societies, well-baby centers, and similar organizations. 

7. In the event that health departments, whether state, provincial, 
county, or city, wish to establish or-subsidize local clinics, it is preferable 
that such clinics be placed in approved hospitals rather than in quarters 
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provided by voluntary dispensaries or charitable organizations. It is but 
logical that the hospital, with its x-ray equipment, clinical laboratory, 
physical therapy department, dietary department, social service, and nu- 
merous other facilities for aiding the ambulant patient as well as the 
acutely ill, should be the site of proposed new clinics supported by gov- 
ernment aid. Other voluntary agencies, often operating on limited funds, 
are likely to have to install a large amount of new equipment in prepara- 
tion for such clinics. It is universally recognized, however, that many 
of the special services which these societies render are indispensable to 
preventive medicine. For instance, cooperation between a state health de- 
partment and a social hygiene league in the prevention of venereal dis- 
case is much to be desired. The state may find such a society of invaluable 
service in reporting and following up cases of lues. But still, the ideal 
would be to have both these groups sending out their services from a 
local hospital. Thus, if the state desired to subsidize a venereal disease 
clinic, the latter should if possible be established in a general hospital 
where the social hygiene league may also have offices and contribute in 
various ways, such as supplying social service and follow-up nurses and 
furnishing medicinals. 

8. Every provincial or state health department should have a_ public 
health laboratory. Those who practice medicine in large urban centers 
are apt to take for granted that every hospital has a high grade clinica! 
laboratory, but a survey would probably show that vast sections of the 
United States and Canada do not have adequate laboratory facilities. 
Many small hospitals find a laboratory to be a drain on their resources, 
yet they cannot give proper clinical care without such aid to diagnosis. 
Every hospital worthy of the name should, of course, have a laboratory 
for performing routine tests, but there are many times when the small 
hospital needs the assistance of expert pathologists to confirm examinations 
or to perform analyses for the more uncommon communicable diseases. A 
well set-up state or provincial laboratory would fill a real need in such 
cases and would also be of untold value to physicians working in isolated 
localities. Health departments in sparsely settled counties and in munici- 
palities where the taxpayers cannot afford to maintain any but the most 
rudimentary health services likewise have need of a state or provincial 
laboratory to test water supplies and make examinations in cases of com- 
municable disease. 

9. Where hospitals are authorized to perform examinations for the de- 
tection and control of communicable diseases, it is desirable that such 
laboratories be approved by the state or local health departments. How- 
ever, as it is not always possible to free the latter from politics, the ap- 
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proval of such disinterested bodies as the American Medical Association 
and the American College of Surgeons, which now inspect hospital labora- 
tories, is probably more to be desired. 

10. Hospital laboratories utilized by municipal or county health de- 
partments should preferably be designated as official branches of the state 
or provincial laboratory. In this way government health services can be 
better codrdinated. 

11. When hospitals receive government aid, the departments of health 
concerned should be consulted as to the desired amounts and as to the 
allocation of the various sums. In addition, payments should be made 
through the department of health rather than through city councils or 
bodies of similar political character. The health officer, being a physician, 
should be better able than lay governmental groups to judge the health 
needs of a community. 

12. Where cooperative health work involving the care of patients exists 
there should be mutual availability of records. A number of cities have 
already worked out practical systems whereby the patient’s clinical and 
social record follows him promptly whenever he is referred or transferred 
to the several agencies cooperating in his care. For example, the Buffalo 
City Hospital health center has a codrdinated record system covering 
its main clinic and numerous branches. Of similar nature is the con- 
fidential social service exchange found in a number of cities. 

13. All persons who can possibly pay for health services, even if it be 
only a fractional amount, should be encouraged to do so, in order that the 
public may not be pauperized and that they be made to realize the need for 
setting aside a certain sum for anticipated medical and hospital care. A 
large portion of the populace has come to feel that costs of illness can easily 
be evaded, with the result that the deficit incurred by hospitals and physi- 
cians in rendering a large amount of free service has had to be borne by 
another large group, the middle class, who can ill afford to pay high 
charges. Philanthropic societies, in their zeal to eradicate sickness and to 
aid the poor, have often in the past been rather too liberal in dispensing 
charity, thus making it difficult to obtain payment for health services 
even from many able to pay. Hospitals, too, have often been lax in 
making proper investigations of patients’ resources. If hospitals and 
health agencies in a given community can reach an agreement as to which 
types of patients shall receive free or part-pay services and will conduct 
a credit bureau on an exchange basis, much will be done to eliminate un- 
necessary charity and to imbue patients with the idea that costs of sickness 
must be paid for just as much as any other commodity. 

14. Payment for treatment of indigent patients either outside or in- 
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side the hospital or clinic is, at least ideally, the function of the community 
through the health department. More health departments should assume 
this duty than are now doing so. It is not fair to saddle hospitals and 
particularly private practitioners with the large amount of free services 
which they are now expected to render. Nor is this plan just to the large 
portion of the public who, though not destitute, have small incomes and 
are asked to pay the full rate of hospital and medical charges, a figure that 
generally includes at least a part of the losses incurred by charity service. 
Taxation to cover the cost of treating the indigent sick would 
spread the burden far more equitably. The public is already edu- 
cated to the view that the treatment of needy persons having contagious 
diseases should be paid for by taxation and the funds distributed by the 
local health department. Hence it should be but a short step to acceptance 
of the idea that all types of indigent sick be cared for from public funds. 
Obviously, it is a matter of informing the public, a task to which health 
officials, physicians, and hospital authorities must lend their energies. 
Coéperation already existing between hospitals and health departments 
will also go a long way toward furthering this plan, for it has been demon- 
strated that curative medicine can be retained in the hands of family 
physicians even though payments come through government sources. As 
the:plan has been worked out in numerous communities, the health depart- 
ment pays an agreed sum to cover the cost of care for each indigent patient 
(at present, usually those with communicable diseases) and the hospital or 
the family physician undertakes the actual treatment. Thus there is little 
danger of state medicine entering in, and the personal relationship between 
physician and patient is maintained, the while the cost of care is dis- 
tributed more evenly. 

15. General hospitals may properly care for communicable diseases and 
should be encouraged to do so if the community cannot afford to 
support both an isolation hospital and a general hospital. However, as 
strict aseptic technique must be maintained when communicable diseases 
are housed in a general hospital and as there is some danger, though slight, 
of spread of infection to other patients, contagious disease hospitals should 
be provided in cities able to maintain several institutions for the care 
of the sick. 

16. Rural health centers should be increased in numbers and in quality, 
and greater emphasis should be placed on preventive medicine among rural 
populations. As an instance of the inadequate distribution of health services, 
Dr. Allen H. Bunce points out that in the state of Georgia more than 
70 per cent of the counties have no hospital facilities and that the available 
facilities are concentrated in the cities. Yet during 1929 only 57 per cent 
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of the available 12,500 beds were oceupied. This situation of too many 
hospitals in the cities and small towns and too few good hospitals in rural 
areas is probably typical throughout the United States and Canada. Care- 
ful planning of health programs in relation to existing agencies, in other 

_words, codperation among health agencies, will tend to eliminate such 
faulty distribution. 

It has become almost axiomatic that the sick of large cities have 
every possible medical aid available to them. What is more, a large pro- 
portion of city dwellers have become educated to the point of availing 
themselves of the wonders that scientific medicine has to offer. Inhabitants 
of rural districts, once held up as models of health, are found from actual 
survey to be sadly in need of even simple types of medical care. They 
suffer from deficiency diseases because they have not been instructed in 
the importance diet plays in health, they neglect diseases which could in 
many cases be cured by proper surgical care, they are not aware of the 
importance of strict sanitation, they do not receive adequate dental care, 
they are among the strongest believers in the efficacy of patent me‘licines 





all this and more because the clinic doctor, the social worker, the visit- 
ing nurse, have not been on hand to instruct them in health conservation. 
When country people do fall acutely ill they are generally rushed to a 
small town hospital where operation is probably performed. Then after 
recovery they are sent back to their homes, without having been exposed 
to the germ of an idea as to better health habits. A health center located 
in a small municipality and having, besides facilities for bed patients, a 
diagnostic clinic, a prenatal clinic, a diet clinic, social service, generalized 
home nursing—in short, a center whence activities of all government or 
voluntary health agencies might be broadcast—would, without doubt, prove 
to be one of the most potent factors in reducing the morbidity and mor- 
tality in rural areas. By locating such health stations in centers of popu- 
lation, easily reached by rail and highway, the attendance would be con- 
siderably higher than in the average small town hospital and as a con- 
sequence better equipment could be provided and a high type of clinical 
talent would be attracted. Co6dperation on the part of the community 
hospital, the local health department, the county health department, pos- 
sibly the state board of health, the local charitable organizations would be 
the means par excellence of establishing rural health centers. 

As Dr. Bunce has also pointed out, we have consolidated school districts, 
so therefore why not consolidated hospital districts for communities not 
able individually to maintain good hospitals? Thus there could be codpera- 
tion between community and community and in this way a more efficient 
and better distributed hospital service assured. Several districts might 
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unite to build a rural community hospital; the visiting nurse association 
of one district might furnish home nursing service; the tuberculosis society 
of another locality might take charge of a preventive clinic; a voluntary 
agency in still another section might supply the hospital with social service ; 
and so on. ; 

17. More hospitals should be developed as health centers. It is rather 
amazing to note how few of the well known health centers are housed in 
hospitals, and, for that matter, how few of them have been originated and 
developed by hospital workers. Most of these outstanding health projects 
have been created by health departments of large cities working in con- 
junction with well endowed philanthropic foundations. With large sums 
at their command, these groups have developed huge health centers from 
scratch, so to speak. But what of the smaller city, the one which does not 
have million dollar charities? How shall it extend good health to its 
people? The answer lies in its hospitals. The task of establishing a health. 
center is half accomplished if one starts with a good hospital as a nucleus. 
The facilities for examination of school children, immunization, prenatal 
care, diagnosis and treatment of venereal disease, dietary instruction, re- 
habilitation of the physically and mentally handicapped—all these and others 
are already there. It is merely a question, in many cases, of adding extra 
rooms, minor equipment, and a slightly larger personnel to care for the 
expected increase in ambulant patients. Nor is only the general hospital! 
adapted to the establishment of a health center. The maternity hospital 
has a splendid opportunity to conduct prenatal clinics, well baby clinics, 
preschool examinations, child guidance work, classes in health habits, im- 
munization, and the like. The hospital for mental diseases, as another ex- 
ample, is ideally suited for classes in occupational therapy, training of the 
subnormal child, habit clinics, psychiatric social work, observation of delin- 
quents, and prevention and care of various types of mental disorders in 
adults. That which the hospital lacks to become a well rounded health 
center can usually be supplied by other health organizations in the com- 
munity. Illustrative of the hospital health center embracing many or- 
ganizations is that connected with Dalhousie University at Halifax, Nova 
Scotia. Here a public clinic is situated close to Victoria General Hospital, 
the Civic Tuberculosis Hospital, the Children’s Hospital, and Grace Mater- 
nity Hospital. Clinic patients needing ward care can easily be transferred 
to any of these hospitals covering a wide range of health needs. Treatment 
clinics are in charge of the medical faculty of Dalhousie University, while 
the clinics for preventive care, such as child welfare, preschool examination, 
and dental care, are conducted by the Massachusetts-Halifax health commis- 
sion. Dental clinics for children in the vicinity are also held by the Halifax 
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school board. Social service is supplied by the Halifax welfare bureau which 
has offices in the clinic building. Another agency contributing is the 
provincial department of health which has a venereal disease clinic at the 
Dalhousie health center. Nursing, too, is conducted on the codperative 
plan, as clinic nursing and home nursing are furnished by the Victorian 
Order of Nurses and the school nurses. As now organized, the Dalhousie 
center is the hub from which most of the city’s health services radiate. 


Most cities of moderate size have the possibilities for establishing just 
such an all-inclusive health service. All that is needed is the will to co- 


operate. 

Still another famous health center is that of Alameda County, Califor- 
nia. It serves an area of 172 square miles and provides for preventive, 
curative, and custodial care. Especially interesting is the fact that the 
policies are directed by an executive committee chosen by representatives 
of local health organizations, both public and private. The headquarters of 
the Alameda County project is in Oakland where a modern hospital fur- 
nishes both diagnosis and treatment services. Housed also at the head- 
quarters are the central offices of the visiting nurse association, the school 
health workers, and the local tuberculosis association. Branch health cen- 
ters, including a preventorium for children, are established throughout 
the country. 

18. Every community of size (for example, 30,000 or more popu- 
lation) needs a health council composed of representatives from the various 
recognized health agencies and the medical profession, for the purpose of 
directing correlation between hospitals and other health agencies. Rural 
communities likewise need such a board of control, the jurisdiction in this 
case possibly covering the county or the township. The members of such 
a liaison committee might, as an instance, be coinprised of the local health 
officer, a representative of the local hospitals (probably a superintendent ), 
a member of the medical profession at large, a representative of the social 
service agencies, a member of the Red Cross chapter, the director of the 
local tuberculosis society, and a representative of the voluntary dis- 
pensaries. The board would serve without salary and would probably 
meet twice annually and as emergencies demanded. The duties would be 
solely of an advisory nature, relating to the allocation of health work 
so as to eliminate overlapping of programs and duplication of services. 
At first sight, this might seem to be a difficult task, but surely no more 
difficult than allocating the funds to the various agencies participating in a 
community chest. This type of health council might also serve as a 
public relations committee; that is, after it had developed a health plan 
for the community, the committée could make the public acquainted with 
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the numerous services that are available. The Committee on Public Health 
Relations of the New York Academy of Medicine, though its membership 
is confined to the medical profession, performs functions of this nature 
and demonstrates the tangible results that can be accomplished by a 
health council. This committee not only publicizes the activities of the 
medical profession ; it interests itself in every phase of public health from 
the smoke abatement problem to standards for maternity care; it has 
fostered much needed health legislation and has maintained a close rela- 
tionship with the municipal department of health and related bureaus; in 
short, it is responsible in large degree for scores of improvements relating 
to public welfare. These, too, should be the functions of the community 
health council. 

Illustrative of what can be accomplished by a liaison committee is that 
appointed in 1928 by the Tennessee Medical Association to extend co- 
operation between the medical profession and the state health depart- 
ment. While this sort of committee does not have as broad a scope as 
the health council representing all of a community’s health agencies, both 
spring from the same seed. For instance, any health project contem- 
plated by the Tennessee department of health is first presented to the 
liaison committee for approval. Thus no active steps are taken without 
“previous consultation among the agencies involved. The moot question 
of ‘codperation in clinic service seems in this state to have been solved 
satisfactorily to both groups concerned. The general policy has been for the 
state to handle educational campaigns and to conduct preventive clinics 
but to refer to physicians all patients needing treatment. Indigent pa- 
tients are treated by the Tennessee state health department if the physician 
so desires, but free patients are accepted only when referred by a physi- 
cian. Yet even when the cost of a case is borne by the state, the patient's 
family physician is encouraged to keep in close contact; indeed, the family 
physician even takes charge of the treatment of indigent crippled children, 
the cost of whose care must be borne by the state. In brief, many of the 
problems of rdles and responsibilities which have proved stumbling blocks 
to cooperation in some localities seem to have been smoothed out very 
successfully by this liaison committee. 

In order to be influential in bettering public health, the community health 
council must first outline a plan governing all local health work, a plan 
that must be as well organized as any chart of hospital administration, as 
any clinic’s plan of management. Without such plan, public health work in 
the community will be at cross purposes. The members of such a health 
council must, of course, be of the highest caliber—persons who will not 
seek to obtain the largest share of authority for the organizations which 
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they individually represent but will rather place the good of the patient 
above all else. But these persons should not be hard to find, for we are 
coming to realize that competition among health agencies for power and 
glory is disastrous to all. If we must have rivalry, let it be competition 
between city and city as to which can show the lowest mortalities and 
morbidities. 

Respectfully submitted, 


Matcotm T. MacEacuern, M.D., Chairman 
American College of Surgeons 
Chicago, IIl. 


WILLIAM L. CoFFEY 
Milwaukee County Institutions 
Wauwatosa, Wis. 
Hucu S. Cummincs, M.D. 
Surgeon-General, U. S. Public Health Service 
Washington, D. C. 


J. L. Pomeroy, M.D. 
Department of Health 
Los Angeles, Calif. 

W. S. Rankin, M.D. 
Duke Foundation 
Charlotte, N. C. 
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EXTENT OF AIR CONDITIONING RE- 
QUIREMENT FROM THE STANDPOINT 
OF HOSPITAL ADMINISTRATION 


By James Govan 
Member of Royal Architectural Institute of Canada, of Govan, Ferguson and 
Associates, Architects and Engineers, Toronto 


HE EXTENT OF AIR conditioning requirement in a hospital can be con- 
betes from two angles; first, its therapeutic value, and, second, its 

economic considerations. The time allotted to this paper does not 
permit a complete study from both angles and therefore attention is di- 
rected more to the second, because, as it can be shown that air conditioning 
can be applied to every room in a hospital within our present economic 
limits, its adoption by our medical associates will then be based solely on 
its merits in maintaining and restoring health to hospital occupants. 
_ The main factors governing the possible development of air conditioning 
in hospitals can be summarized as follows: 


1. The therapeutic value of air conditioning has already been estab- 
lished by the results obtained in the few installations in parts of hospitals 
in different localities on this continent, but to a much greater extent evi- 
dence of its value can be found among the employees in industrial and 
commercial buildings into which air conditioning has been introduced. 

2. The adoption of air conditioning up to the present has been hin- 
dered by the fact that its first cost has been greater than ordinary heating 
plus an allowance for a moderate amount of ventilation. 

3. These comparative costs only apply to buildings constructed in 
such a way that their capacity for holding heat either in or out is very 
limited. 

4. Buildings with walls and roofs of high heat capacity and low heat 
conductivity are in use now in Canada that prove the recommendations of 
the American Society of Heating and Ventilating Engineers regarding the 
calculations to be made for the size of heating plants for such buildings to 
be practically 100 per cent in excess of actual requirements, even after due 
allowance has been made in their formulae for the reduced conductivity 
of such walls and roofs. 

5. Without adding anything whatever to the building cost in such a 
hospital, under the climatic conditions of practically the whole of Canada 
and large areas of the United States, the first cost of the heating plant can 
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be reduced by approximately 60 per cent as compared with that in a 
building of ordinary construction. 

6. This reduction in heating plant requirements brings the possible 
cost of air conditioning throughout such a building down to about the level 
of ordinary heating apparatus such as we now use in hospitals constructed 
as they have been during the past twenty-five years or so. 

7. The annual cost of such air conditioning in a building with high 
heat capacity walls and roof, to give comfort and relief in summer to the 
same extent as in winter, would be considerably less than the cost of in- 
efficient heating in ordinary construction, with its entire lack of relief to 
patients in the heat spells we suffer from each summer. 

8. Adoption of construction methods that will permit such high re- 
ductions in heating plant capacity, and therefore stimulate the use of air 
conditioning units, will have the further advantage of giving us quieter 
hospitals, having regard to noise entering the building from outside and 
also noise developed within. 

9. Another advantage that follows the building up of resistance to 
heat flow in walls and roofs is the raising of the temperature of the inside 
surfaces of all exposed wall and roof areas in winter and lowering the same 
- surface temperatures in summer. This decreases the radiation of heat from 
the body to adjacent cold surfaces in winter, and increases it in summer, 
while at the same time permitting the lowering of the air temperature in 
the rooms both winter and summer. 

10. Walls and roofs of high heat capacity and low heat conductivity are, 
of necessity, considerably lighter than ordinary walls and roofs. Therefore 
huge reductions in the dead loads carried by structural members are 
effected. This offsets any increase in cost due to the increase in heat re- 
sistance embodied in walls and roofs. 


THERAPEUTIC VALUE 


There are many articles dealing with this phase of the subject, but, in 
leaving this part of the discussion to the medical authorities, I would call 
attention to opinions expressed by F. M. R. Bulmer, M.B., B.Sc., ( Med.) 
Department of Health, Ontario, in the Canadian Medical Health Journal, 
October, 1929, in which he calls attention to the need for “producing an 
atmosphere with proper deheating effect in relation to heat production of 
the occupants, creating a variable air motion which gives the necessary 
cutaneous stimulation “Ventilation should introduce air without 
directional air velocity and with considerable variability. Stimulation de- 


” 


pends on variety.” 


| 123 ] 





THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


The authors of “Application of Air Conditioning to Premature Nur- 
series in Hospitals,” by C. P. Yaglou, Philip Drinker, and K. D. Blackfan, 
(Heating, Piping, and Air Conditioning, July, 1930) conclude as follows: 
“In short, premature infants generally exhibit marked inability to main- 
tain a normal body temperature by their own efforts and they show little 
resistance to infections, especially respiratory infections. The mortality 
rate exceeds 50 per cent and has two peaks, one occurring in cold weather 
and the other in excessively warm and humid weather. . . . A four year 
study of the influence of air conditions on the growth and development 
of premature infants at the Infants’ Hospital, Boston, showed that a 
mechanical air conditioning system of the central station type could be 
applied with marked success to the group care of these infants. . . . The 
application of air conditioning to the premature nurseries of the Infants’ 
Hospital was followed by a marked reduction in the incidence of diarrhea 
and in the mortality rate. Infections were reduced to a minimum, and 
gains in body weight increased. These benefits are attributed to advances 
in medical treatment and improvement in nursing and general care as well 
as to the installation of the air conditioning system described.” 

Other references to studies of the effect of air conditioning in combating 
disease are found on pages 711-712, August number of Heating, Piping, 
and Air Conditioning, and the position of this combined art and science is 
summed up generally by Charles Bryne in. the February number of the 
same journal in his article “Air Conditioning for Diseases” as follows: 

“It is not unreasonable, therefore, to see in air conditioning a solution to 
many hospital problems. The skin can be put in more healthy condition 
by radiant ‘heat, the metabolism can be greatly improved, the many dis- 
comforts and difficulties incident to different diseases can be eliminated, 
fever can be effectively reduced, and moisture effusions can be rapidly re- 
moved. Not only should air conditioning give a larger percentage of cures, 
but the usual time to effect a cure should be reduced with the use of such 
equipment.” 


CUTTING THE COST OF AIR CONDITIONING 


If it be granted that greater use of air conditioning in hospitals is de- 
sirable, the problem that confronts us is how to get its benefits without 
adding to the first cost of building construction and without adding to the 
rapidly mounting peak of administrative charges. 

To understand the factors outlined in items 2, 3, 4, and 5 at the begin- 
ning of this paper, it is necessary that we study briefly the theory on which 
heating engineers base their calculations to determine the size of heating 


plant necessary to provide comfortable winter conditions in buildings. 
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From scientifically established data the amount of heat required to heat 
the air that enters the building per hour is determined. Similarly, the 
amount of heat transmitted per hour through windows and doors can be 
calculated. Equally scientific data are available to give the amount of heat 
transmitted through each square foot of exposed wall and roof. All of 
these computations are based on a difference of one degree Fahrenheit 
hetween the outside and inside air temperatures. 

Up to this stage there is general agreement as to the correctness of the 
data, but in applying the data to actual building problems there is oppor- 
tunity for the widest possible variation of assumptions. 

Experience with buildings having very limited resistance to heat flow in 
their wall, roof, and window construction has proved that the results in 
heating plant sizes are very dependable when the outside temperature 
assumed is no higher than 15 degrees Fahrenheit above the lowest recorded 
temperature as reported by the weather bureau during the preceding ten 
years for the locality in which the heating system is to be installed. 

For the district around Toronto, for instance, this figure is taken at 10 
degrees below zero. Therefore when a temperature of 70 degrees Fahren- 
heit inside is desired, the difference inside to outside is calculated at 80 
degrees. 

.Up to the present time the American Society of Heating and Ventilat- 
ing Engineers has not issued any data in its annual “Guide” that would 
differentiate in this respect between buildings having little or no heat re- 
taining capacity in their construction, and those that have been specially 
designed and constructed with this object in mind. 

The absurdity of adhering to the formula now in use can be simply illus- 
trated by referring to several buildings here in Ontario that have not gone 
below 30 degrees above zero during the past two winters, although the out- 
side temperature has dropped to 17 degrees below zero, and yet they have 
no heating plant installed in the buildings. The only heat available to 
keep them above the mean temperature outdoors during periods of ex- 
tremely cold weather is supplied by the sun and the earth. 

To raise a building of this construction from 30 degrees to 70 means 
multiplying the heat units required per hour per degree difference by 40, 
whereas if the usual figure of 80 is employed the plant will be 100 per 
cent larger than is necessary. 

Two years ago the writer submitted a paper on the subject, “Time Lag 
as a Factor in Heating Engineering Practice,” to the American Society of 
Heating and Ventilating Engineers (Heating, Piping, and Air Condi- 
tioning, July, 1929.) 


[ 125 ] 





THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


Since that time further opportunities of putting the data then available 
to practical test have been presented. As a result, an office building has 
been experimented with and temperature records have been kept for 
two winters. These records prove that a reduction of over 50 per cent 
in heating plant from normal still leaves the plant much too large inasmuch 
as the temperature of the water in the system is considerably below an ef- 
ficiency level and in consequence fuel consumption is far from being as 
satisfactory as it might be. 

Arrangements are being completed this fall to further reduce the amount 
of radiation so that the cut, as compared with normal requirements, will 
be over 60 per cent. Recording thermometers will continue to give out- 
door, indoor, and hoiler water temperatures, so that evidence should be 
available in a few months as to whether we are not confronted with al- 
together new possibilities in heating. 

These results are corroborated by Dr. Livingston's experiences in the 
Canadian Government’s medical station on Baffin Island, and in scores 
of other buildings that have been erected throughout northern Canada 
during the past decade. 

Any persons who are interested in such developments can be provided 
with evidence for which space is not available here. 


THE ENGINEERS’ OPPORTUNITY 


That the conclusions we have arrived at in Canada are not opposed to 
the trends of engineering opinion in the United States can be noted from 
the paper by Prof. F. B. Rowley, director of engineering laboratory, 
University of Minnesota, Minneapolis, ‘Essential Elements for Determin- 
ing Heating Plant Requirements,” given at the semi-annual meeting of the 
American Society of Heating and Ventilating Engineers, June, 1931 
(Heating, Piping, and Air Conditioning, July, 1931). The position of that 
Society on this subject may be gathered from the following quotation: 
“This heat lag is caused by the stored-up heat in the wall and depends 
upon its heat capacity. 

“The effectiveness of this heat capacity depends upoiu the conductivity of 
the wall. If the conductivity is low, it will last for a longer period of time 
than it will if the conductivity is high. The extent to which this heat 
capacity will affect the maximum requirements of the heating plant will 
depend not only upon the capacity and the conductivity of the wall, but 
upon the length of time during which the minimum outside temperatures 
prevail. It would seem that it can best be taken into account by a thorough 
study of the thermal properties of walls together with an analysis of 
weather bureau records. ; 
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“From this analysis, outside temperatures may be selected for determin- 
ing the maximum heating plant requirements which will apply to various 
types of construction. The necessity of considering thermal capacity of the 
structure as an element in calculating maximum heating plant requirements 
has been recognized by the American Society of Heating and Ventilating 
Engineers and an extended research program is under way at the Research 
Laboratory.” He concludes his paper with this statement: “The factors 
which at present seem to require more information in the problem of 
calculating maximum heating plant requirements are—first, a more com- 
prehensive study of weather bureau records; second, a definite recognition 
of the heat capacity of walls.” 


WHITHER, AIR CONDITIONING ON THIS NEW BASIS? 


If 60 per cent can be omitted from ordinary heating plant requirements 
in such a structure, the way is immediately open to utilize the benefits of 
air conditioning, because its cost will now be well within the limits we now 
set on hospital construction. 

Basing an opinion on the performance of a gas heated radiator, without 
water or steam, with a fan delivering air through the radiator, in a building 
of this type 50 feet by 28 feet with a 14 feet ceiling, without storm sash 
or, weather stripping in either windows or doors, the writer is fully con- 
vinced that in the very immediate future air conditioning units for indi- 
vidual rooms in the type of hospital we are considering will be provided at 
no greater cost than for a hot water heating system in an ordinary building 
today. Such units will deliver air humidified or dehumidified as necessary, 
with the necessary air turbulence and varied direction as demanded by Dr. 
Bulmer. Filtering should also be a simple matter and cooling in summer 
in a building with adequate heat resistance will be no more difficult than 
heating a building with water well under 140 degrees in sub-zero weather. 


COOLING WITH COLD WATER FROM THE DOMESTIC SUPPLY 


If heat transmission from outside is reduced to the practical minimum, 
what do the following figures signify? July 1, 1931—temperature of out- 
side air as given by weather bureau in Toronto 100 degrees Fahrenheit, 
water at City Hall 46 degrees Fahrenheit; July 2, 1931—air 97 degrees 
and water 51 degrees. To the writer, they indicate that a great deal of 
discomfort suffered in Toronto this summer could have been mitigated if 
we had just used some horse sense and the wonderful facilities with which 
nature has endowed us. 
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INSIDE SURFACE TEMPERATURES AT WALLS AND WINDOWS 


This subject is very fully dealt with by Paul D. Close, technical secre- 
tary, American Society of Heating and Ventilating Engineers, in his paper 
“How Comfort is Affected by Surface Temperatures and Insulation” 
(Heating, Piping, and Air Conditioning, September, 1930). 

He states, “Since the rate at which heat is given off from the body by 
radiation increases as the temperature difference between the body surface 
and the wall and ceiling surface increases, the sensation of chilliness will 
increase to some extent as the wall surface temperature decreases, unless 
the increased loss of body heat by radiation is counter balanced by an in- 
crease in the room temperature. 


“é 


Likewise, the less the heat resistance of the wall, the lower the interior 
wall surface temperature for the same outside temperature, and the greater 
will be the sensation of chilliness for the same effective temperature. 

“Tnasmuch as the wall surface temperature is a function of the overall 
heat resistance of the wall, the addition of a given thickness of insulation 
will materially increase the surface temperature, and permit the main- 
tenance of normal effective temperature, provided the relative amount of 
window surface is small. Under the circumstances, the insulation will 
result in a double heat saving: first, that due to the lower temperature dif- 
ference and, second, that due to the retarding of the rate of heat transfer 
through the wall.” 

In this connection he gives diagrams to show how an inside surface 
temperature may be raised from 51.4 degrees to 62.3 degrees by adding in- 
sulation. The inside surface temperatures for the walls of the office build- 
ing previously referred to under the same conditions would be about 67 
degrees. 

Regarding windows, Mr. Close continues, “Window surface tempera- 
tures for single glass are considerably lower than wall surface temperatures 
on a cold day. Hence, if the exterior walls of a room contain an excessive 
amount of glass, double or triple windows will materially reduce the loss 
of heat from the body by radiation.” 

Using “single glass—on a zero day, with an inside temperature of 70 
degrees, the glass surface temperature will be 17.3 degrees F. With double 
glass the surface temperature will be 49 degrees F: . . . and with triple 
glass the surface temperature will be 56.9 degrees F.” 

From the above it will be seen that in the development of air conditioning 
in hospitals, the use of single windows, especially if they have metal frames 
and sash, will create trouble by increasing radiation from the body, and also 


because of condensation on these cold interior surfaces. 
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PANEL WARMING 


Those who are interested in this question of surface temperatures should 
study the paper on “Panel Warming” by L. J. Fowler, London, England, 
given at the Philadelphia meeting of the A.S.H.V.E. in January, 1930. 

This system of heatihg developed in England has many advocates all 
over the world. I am inclined to think that its application to hospitals on 
this continent would not be attended by all the advantages claimed for it in 
England. 

In any case, its principal value in increasing wall and ceiling surface tem- 
peratures can be obtained in other ways as outlined above, and still leave 
heating pipes and connections accessible, which my experience with work- 
manship on this continent would lead me to believe is very necessary. 

ELIMINATION OF NOISE 


The stoppage of heat waste and the division of the hospital into units 
for air conditioning will necessarily contribute to quieter conditions inside. 
Better windows, more sound-proof doors, heat stopping and absorbing 
construction, will all play a part in making the building not only more com- 
fortable to the skin, but also more soothing to the troubled spirit. That 


in itself will be a tremendous gain, because “soothing” is not a term that 
can be applied to many of our modern hospital structures, apart from the 


personal services rendered by doctors and nurses. 
ELIMINATION OF CONCEALED AIR SPACES IN WALL AND ROOF CONSTRUCTION 


This paper would be incomplete if it did not include a word of warning 
to those who desire to adopt methods of construction such as have been 
suggested. The greater the decrease in heat conductivity of walls and 
roofs used, the greater is the need for eliminating all concealed air spaces 
beyond the insulation. Condensation in such spaces will inevitably occur. 
It is therefore absolutely necessary that work of this kind be undertaken 
by those who have had ample experience with construction embodying high 
resistance to heat transfer. 


OTHER STRUCTURAL CONSIDERATIONS 


The study of air infiltration through walls and the stoppage of heat 
waste cannot help but raise the question of keeping moisture out of them 
either from the outside or inside. 

Lightness in wall units that have high heat resistance leads to considera- 
tions of reducing the loads on the structural members of our buildings. 

These thoughts cannot be developed beyond the point of indicating that, 
in the immediate future of building high heat capacity buildings, coverings 
of non-corrosive metals will be as commonly considered for exterior walls 
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as for roofs. These coverings will be wind and water-tight, they will be 
backed by adequate thickness of insulation to give high heat capacity as 
well as low heat conductivity. An enormous saving in the dead weight to 
be carried by the structural members will result. 

The total product will be buildings dedicated to the service of mankind, 
contributing a better share toward relieving the sufferings of their occu- 
pants, and possibly providing a more welcome relief to the pockets of the 
great army of workers in the hospital field. 

If, also, the living and working conditions of those entrusted with the 
healing and care of the sick can be bettered, even in slight degree, let us 
be not afraid because some of the ideas herein expressed may seem un- 
familiar. 


+ @o——_.- 


Dr. L. B. Rogers Goes to Hollywood Hospital 


Dr. L. B. Rogers, who for a number of years has been superintendent of 
the St. Francis Hospital, San Francisco, has accepted the position of 
director of Hollywood Hospital, Hollywood, California. Dr. Rogers, one 
of the best known administrators on the Pacific Coast, was medical director 
of the United States Veterans’ Bureau Hospital, New Haven, Connecticut. 
before going to St. Francis Hospital. 
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THE USE OF OUT-PATIENT FACILITIES IN 
EXTENDING PREVENTIVE AND 
PUBLIC HEALTH WORK 


By Lucy Care FINLEY 
Chief Admitting Officer, Indianapolis City Hospital, Indianapolis, Indiana 


ISPENSARY WORK was begun in the United States approximately 

150 years ago. The story of its development, if given in detail, 

would present a thrilling account not only of the progress of 
medicine but of the awakening of community consciousness and its re- 
sponsibility for health projects. 

The growth has been slow, perhaps spasmodic at times, and more rapid 
in some sections than others. Geographical locations have affected the 
interests and advance made. 

The development of industry, the surging of people from rural sections 
to the cities, immigration, until a few years ago, have played an important 
part in creating health problems and presenting new angles of approach 
in undertaking preventive work. All these factors have increased the bur- 
dens of the medical profession and its allies, the public health association 
and kindred organizations. 

One hundred and thirty-six years ago the third oldest dispensary in the 
United States opened its doors. Realizing that many eligible for free 
care could not for physical reasons visit the dispensary, a visiting physicians 
service was inaugurated which has continued to the present time. A bath 
tub was later installed in the dispensary to enable baths to be taken by 
those whose home facilities were inadequate. Not until probably 100 years 
later did public baths come into existence. 

The forerunner of the public health nurse is seen in the provisions made 
by this same dispensary to provide nursing care in the homes visited by 
the physicians. 

The present day out-patient department represents the adult growth of 
the original dispensary. The day has long since passed for merely dis- 
pensing drugs without knowing anything concerning the social and eco- 
nomic factors of a patient’s environment. 

It matters not whether free, part-pay, or full-pay patients are accepted ; 
whether the work is conducted by state, municipal, or private interests. The 
responsibility of those doing the work to spread the gospel of good health, 
the value of preventive work, is just the same. The medical profession 
cannot ethically advertise, but good service rendered in any out-patient 
department will sell the investment. The interest paid will represent a 
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physically improved community and more adequate facilities for the care 
of the chronic sick, the tuberculous, the insane, and the convalescent. 

Every out-patient department possesses a wealth of material to be used 
in acquiring the types of care mentioned. Are these facts being used 
sufficiently to influence the proper source of help? The various types 
of disease which affect not only the patient but his whole family, the loss 
of time and money as represented in wages reduced or cut off, the effects 
of poor housing,.the breaking up of homes because of long hospitaliza- 
ticn. or. poor social conditions, fall within the available facts which 
could be compiled from out-patient records. 

The medical profession has undertaken a big educational project in de- 
veloping out-patient department work. The value of early diagnosis, proper 
interpretation of treatment, the relationship of the patient’s condition to 
those of his family or friends with whom he lives, proper follow-up through 
medical social workers or other social and nursing organizations, result 
in a better physically minded community. These factors result also in a 
closer connection with preventive work. The real aim is educating the 
public, thereby reducing disease to a minimum. Reduction would be an 
economic factor in lowering taxation. 

Ignorance of physical conditions and the meaning of certain symptoms 
with attendant suffering is not confined to any one class of society. Med- 
ical care today, we all know, is available to the two extremes of society, 
the very rich and the very poor. Now, perhaps as never before, we are 
confronted with a situation involving the health of thousands due to the 
business depression. Since the armistice we have become accustomed to 
relating all our ills, whether physical or financial, to the World War. The 
business depression is supplanting the latter and to those engaged in 
preventive and public health work the depression has issued a real 
challenge. 

Some out-patient departments advocate health examinations at regular 
intervals as part of preventive work. Should not this phase of medical 
work be particularly stressed at this time? So many are living on re- 
duced rations and unbalanced diets. Why should we wait until serious 
damage has been done? Are we to reap in this country the same harvest 
of sick people that many European countries did following the armistice? 
Is there not a challenge to the medical profession, social workers, and 
the public health field to begin planning now for more intensive and ex- 
tensive work among those financially affected? Considered from a cold 
financial angle alone, it will be much cheaper to enlarge the field of pre- 
ventive work than calmly to wait for results. 

If we do nothing we will certainly in a few years have more cases of 
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tuberculosis, rickets, etc. with which to contend. If no action is taken the 
financial outlay for medical services will be increased beyond all known 
expenditures. 

We are all familiar with the various clinics which form the framework 
of an out-patient department. Certain phases of the work as related to the 
extending of preventive and public health work will be considered. It is 
necessary to remember that any discussion of this subject must be linked 
with social and economic features from which it cannot be divorced. 

The general group attending any out-patient department is a very 
complex one. Varying degrees of intelligence are represented. Some are 
transients for whom the results will probably be intangible. Some suffer 
from “‘clinicitis,” others have delayed securing medical care because pride 
has been a deterring factor in accepting free care. The composite picture 
is an interesting one but the individual, not the composite group, is the 
basis of consideration. 

What does the lay public know about the effects of sinusitis, about which 
the ear, nose, and throat clinicians are greatly concerned? How many of 
the laity and also patients realize that about 20 per cent of the children 
requiring tonsillectomies and adenoidectomies have sinusitis? Unless school 
children suffering from this condition are properly treated and cured, about 
25 to 30 per cent will become deficient in school and in adult age will be- 
come chronic cases. The disease is curable in the early stages, but if 
allowed to continue until surgery is required, the results are apt to be un- 
satisfactory. Several months’ to two or three years’ good care will often 
be necessary. Proper follow-up by the clinic as well as careful interpreta- 
tion to the patient, parents, or guardians is very essential. 

Another condition which should be seriously considered because of its 
physical and economic effects is chronic catarrhal deafness. This is said 
to cause the highest percentage of all deafness and is the result of repeated 
or chronic infections of the nose, sinuses, and nasal pharynx. It can be 
prevented only by eliminating early infections, which can be done by con- 
tinued attendance in out-patient departments. Many general diseases, such 
as nephritis and cardiovascular disorders, are a result of these continued 
upper respiratory infections. They can be prevented by proper treatment. 
Think of the financial element represented in vocational handicaps resulting 
from these preventable conditions. 

The cardiac clinic of any out-patient department has constantly presented 
to it cases of human physical wreckage which could have been salvaged if 
early diagnosis and treatment had been made and advised. A white woman, 
50 years old, married, with five children, was recently examined in a cardiac 
clinic. Her only complaint was a “fluttering heart.” The Wassermann 
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reaction was strongly positive. The diagnosis made was luetic heart— 
luetic aortic insufficiency. When she acquired syphilis is unknown. Im- 
mediately one wonders: Are the children infected and if so what com- 
plications have they developed incidental to lues? 


To this same clinic a white man reported who prior to examination 
had for several years spent much time in various hospitals, remaining 
only long enough to improve slightly. He was a telephone lineman capable 
of earning $42 weekly, but his earning power was greatly reduced by his 
physical condition. Through the medical social worker in the clinic, car- 
rying out the suggestion of the clinician, the type of occupation was 
changed to meet the physical limitations of the patient. He is now em- 
ployed as a watchman earning only $22 weekly, but he has been working 
regularly for three years, and during this period has not been hospitalized. 
This represents good medical and social follow-up and proves conclusively 
the use of out-patient facilities in extending preventive and public health 
work. 

It is appalling when one realizes that probably 70 out of every 100 
children with chorea and rheumatic infections in the first decade of life 
will develop damaged hearts resulting in death before the age of 20. The 
educational side of the work is of vast importance. If the clinicians through 
the assistance of social service, nursing, and other educational agencies 
could carefully instruct the families of the patients in the value of pro- 
longed bed care and the importance of careful attention to early childhood 
diseases, the percentage could be cut in half. 

It is an accepted fact that rheumatism runs in families. This makes 
early examination of all members essential when one has been diagnosed. 
Two hundred and fifty thousand children in this country are said to have 
incurable rheumatic hearts and the death rate for all ages is 205 to every 
100,000 population. What are your city or state facilities for providing 
hospital or convalescent care for cardiac cases whose home conditions 
prevent the giving of proper care? 

No out-patient department can overlook the importance of prenatal 
and postpartum clinics as related to preventive and public health work. A 
prenatal clinic is interested in the prevention of toxemia of pregnancies, 
which may result in convulsions and fatalities. It also wishes to ascertain 
if social and chronic diseases exist and arrange treatment. Another impor- 
tant factor is determining causes that may alter the type of delivery which 
the condition of the paticnt may demand, such as version, Caesarian, for- 
ceps, etc. 

From the postpartum angle the general debility of the mother incident 
to childbearing must necessarily be determined. The stressing of the value 
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of examination on the part of clinicians, social workers, nurses, etc. will 
help to prevent, first, chronic invalidism subsequent to sub-involution of 
the uterus and birth injuries; second, development of cancer as a terminal 
condition if corrections are not made. There is much that could be said 
about the ramifications 6f these conditions. The medical, economic, and 
social value of examination and follow-up work is very obvious. 


Let us consider some of the troubles of the ophthalmologist working in 
a clinic. Trachoma, glaucoma, and interstitial keratitis present large med- 
ical, social, and economic problems extending far beyond the out-patient 
department. Do not overlook the vast number of school children con- 
sidered dull who, if properly refracted and fitted with glasses, would be 
able to take their proper scholastic rank. The intelligence limitations of 
the patient in carrying out instructions should not be overlooked. For all 
these conditions the public at large may be considered involved and this 
increases the medical and educational features of the work. 

Psychiatric work has a very definite place in out-patient work. It should 
not be conducted merely along adult lines but should be closely linked, with 
the pediatrics division. Who are the children having chorea with a 
psychiatric trend or those who in the early years present habit problems? 

‘Habits formed early, if allowed to develop, often cause conditions which 
result in much suffering for the patient and his family. These habits may 
affect the patient in the classroom or on the playground and seriously 
influence any adjustment to working conditions. Reéducation of the par- 
ents is closely associated with juvenile psychiatric work. 

Treatment of the psychiatric adult must always take into consideration 
the home environment. An educational process is as essential as in juvenile 
work. 

The diabetic, nephritic, hypertension, rachitic, and gastro-intestinal cases 
present special problems because of the diet element and prolonged care. 
It is not sufficient to diagnose, prescribe diet, and give a date for the return 
visit. Does the patient possess sufficient intelligence to carry out instruc- 
tions? What are the economic factors? How may he obtain insulin? Does 
he know how to make food substitutions and weigh his food? Demonstra- 
tion and instruction by a nutritional adviser which will show types of food 
to be used, explaining market as well as food values, will do much to 
reduce the period of treatment and the cost. 

Medical science has done much to reduce the cost of care and loss of 
time for those suffering from varicose veins by being able, in the out- 
patient department, to give treatment formerly obtained only in the hos- 
pital. The present method of injection which soon places the patient on 
his feet has involved many in its beneficial and preventive effects. 
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No discussion of preventive and public health work is complete with- 
out considering the two diseases which, largely through the World War, 
have had public attention focused upon them—gonorrhea and syphilis. No 
longer are these two spoken of with bated breath. Only by coming out 
openly and preaching the value of early diagnosis and necessity for pro- 
longed care have inroads been made. The sources of contact must be 
ascertained and hospital care obtained for the infectious cases, where the 
physical safety of the family or public at large is at stake. Too much 
emphasis cannot be placed upon the devastating physical and mental con- 
ditions resulting from lack of treatment. Paresis and locomotor ataxia 
require large expenditures for treatment. 

Through careful follow-up and proper educating of the public much 
can be done to prevent the waste of human life and the increase in popula- 
tion of hospitals for mental diseases. Much salvaging can be done by 
careful interpretation on the part of the clinician and those allied with 
him. Careful and early examination of various members of a patient’s 
family will often be required to determine the congenital cases. This 
should be considered routine work. 

The admitting office of an out-patient department forms the first contact 
with the vast group applying for medical care. If conducted by trained 
personnel it will be watchful for the problems, economic and social, which 
will later confront the clinicians. Those who can pay for private doctor 
care will be eliminated. Particularly should the department watch for 
those who will strive to take advantage of any economic situation such as 
now confronts the whole country. Many will attempt to obtain care on 
the ground that being tax payers entitles them to free care. It is also 
possible at the present time for the admitting office to codperate with the 
medical profession by relieving its burdens due to the excessive demands 
made for charity work. Much data to be used in furthering preventive 
and public health work may be obtained through this same department. 

The night clinic work of an out-patient department now presents a de- 
cided economic feature. It may be necessary to do more to help those 
requiring treatment to obtain it at night when day attendance would mean 
loss of money and probably the job. There are too many applicants for 
any job for the holder to only lightly consider its value to him. 

The trend of today is to make the out-patient department and the hos- 
pital more and more a great teacher. Not forgetting that the chief func- 
tion of each is the care of the sick, it is also decidedly the maker of 
doctors. It has become an indispensable part of a medical education. For- 
merly the lecture room work of a medical school was followed by per- 
functory ward walks with occasional clinic visits. In the evolution of 
medical instruction the arena of teaching has been transferred from the 
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lecture room to the hospital and out-patient department. These two form 
the real school for the student. The use of out-patient facilities in ex- 
tending preventive and public health work must necessarily embrace educa- 
tion of the laity and the embryo physician. We must give him the vantage 
ground of the out-patient department for regular months of observation 
and manual dexterity, and allow him many hours with patients, seeing, 
hearing, questioning, recording, analyzing, as a basis for conclusion, Dr. 
Osler has said that, “For the student of medicine and surgery it is a 
safe rule to have no teaching without a patient for a text,’ and that “the 
best teaching is that taught by the patient himself.” The out-patient de- 
partment makes available to many types of the sick or physically subnormal 
the medical and nursing resources of the hospital. 

The foundation on which reposes the happiness of the people of the 

country is public health. The care of public health is the first duty of a 
community. We, as hospital executives, are challenged by our present 
economic status to renew our efforts, sanely and courageously, as leaders 
in a battle to allay the suffering, anxiety, and disturbed human relations 
which are incident to sickness and death. As in war success comes to 
those who have the heaviest artillery and the ablest generals, so in this 
war between humanity and disease we must have sufficient funds and the 
wisest leadership. 
‘In closing, we are again faced with the realization that human beings 
have economic value as individuals, and in the aggregate such value 
transcends all others. Any community’s greatest asset is the human beings 
who comprise it. When they are put out of action or destroyed the com- 
munity loses some of its wealth. When they are preserved and brought 
up to maturity with the least amount of waste, the community is en- 
riched through the productiveness of its citizens. 

At a ttme when all nations seem to be enduring so much sadness we 
are called upon again to apply the principles enunciated by the great 
Pasteur, given to a group of students at the Sorbonne University about 
39 years ago: “Young men, have confidence in these powerful and safe 
methods of which we do not yet know all the secrets. And whatever your 
career may be, do not let yourselves be discouraged by the certain hours 
of sadness which pass over nations. Live in the serene peace of labora- 
tories and libraries. Say to yourselves first: ‘What have I done for my 
instruction?’ and as you gradually advance: ‘What have I done for my 
country?’ until the time comes when you have the immense happiness of 
thinking that you have contributed in some way to the progress and to the 
good of humanity. But, whether our efforts are not favored by life, let 
us be able to say, when we come near the Great Goal, ‘I have done what. | 


could,’ ”’ 
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THE SANATORIUM’S RESPONSIBILITY IN 
SAFEGUARDING THE HEALTH 
OF ITS EMPLOYEES 


By E. B. Pierce, A.B., M.D. 


Superintendent, Molly Stark Sanatorium, Canton, Ohio 


HE TUBERCULOSIS SANATORIUM, the refuge of those afflicted with a 

communicable disease, is definitely bound to protect the patients and 

healthy employees from the sick employee, to supply such conditions 
of labor and living as are conducive to health, and to protect the employee 
from the disease of the patient. 

We have about 70,000 sanatorium beds in this country. We have also 
an average of one employee to 1.5 patients, or a total of about 46,000 
employees. In the mind of the layman, each one of these is open to direct 
exposure to tuberculosis and therefore in great danger, while in reality 
only one in four comes in contact with the patient. ; 

Recent writers in this country and abroad are calling our attention to 


* the methods of prophylaxis used in sanatoria. They consider them inade- 


quate for the protection of the employee. The sanatorium physician mini- 
mizes the danger of the spread of the disease to the healthy employee, 
because of the rareness of such occurrences. Repeated investigations have 
shown that employees in tuberculosis hospitals, even before the cause of 
infection was known and when no particular precautions were taken, did 
not contract the disease in greater number than those working outside. 
The examinations of dust, air of the rooms of patients, bed linen, and 
dishes have indicated that danger of contagion from these sources is not 
probable. Yet, who has not had the experience of having a supposedly 
healthy employee become acutely ill with tuberculosis? Such an experience 
indicates the need of closer supervision of the health of the employee. 

A recent investigation which included the visitation to a number of 
sanatoria and information gathered from other representative institutions 
disclosed the fact that 15 per cent make a very complete examination of 
all employees on beginning employment. This covers acute infections, 
deformities, heart and chest conditions, x-ray of chest, and Wassermann. 
Thirty-five per cent make an x-ray of the chest. Five per cent examine 
nurses only. Three institutions use the tuberculin test. Massachusetts 
requires its sanatoria to vaccinate all employees, to give the Schick test to 
those who come in contact with children and immunize the positives, to 
give a Widal to all food handlers, to examine stools and urine, and to 
immunize against typhoid. No attémpt is made to check on tuberculosis. 
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Fifty per cent of these institutions investigated accept the employee as 
he comes, without a medical examination. The small sanatorium with 
fewer employees is no greater an offender than the larger. The institution 
with 200 to 400 workers seems more disposed to give new employees 
attention. , 

All institutions attended to the immediate medical needs of workers. 
Liberal sick leaves, free medical attention, and hospitalization are the rule. 
Instruction in prophylaxis is given by all to those coming in direct contact 
with patients. The most striking observation is the marked indifference 
to the fact that tuberculosis is communicable. We are more afraid of 
the fear of tuberculosis than of the disease itself. 

When an employee becomes ill with tuberculosis it is certainly of great 
importance to us to know if this disease was acquired while on duty or if 
he had it on entering our employ. Our responsibility to the worker de- 
mands that we know: 

1. His physical condition on employment. 

(a) Is he a bad risk medically, because of physical defect? 
(b) Is he a danger to patients or employees because of disease? 

2. His protection from the possibility of acquiring disease from 

patients. 

(a) Are the conditions of labor and living conducive to health? 
(b) Are the methods of prophylaxis used in the sanatorium perform- 
ing their function? 

The determination of the employee’s fitness can be ascertained only by 
examination at the beginning of employment. This should cover: 

1. Acute infections—lIncludes the examination for typhoid and diph- 
theria carriers. It is interesting to note that outside of Massachusetts this 
is rarely done. 

2. A general physical test to exclude hernia, deformities, and conditions 
of the heart and kidneys. 

3. Venereal diseases—A Wassermann is desirable on all employees, 
especially food handlers. Smears should be made when indicated. What 
is to be done with the individual reactor is a problem for the superin- 
tendent. There is no uniformity of opinion in this matter, excepting 
on one point, that acute conditions must be treated and the employee 
isolated until he is no longer a menace. 

4. A chest examination or an x-ray of the chest. Our chief interest is 
tuberculosis and even though no other test is made, this is the least we 
can do. 

The tuberculin test is used in some institutions. The results may be 
interesting but the interpretations are doubtful. 


[ 139 | 








FTE pig KEES, aia 





Daa aaa al 


setae 





THE BULLETIN OF THE AMERICAN HOSPITAL ASSOCIATION 


The results of each employee’s examination should be placed on record 
and kept on file. A card system is necessary. Workers often remain for 
long periods and chests should be reéxamined at least once each year. A 
health card presented to each employee would promote interest. 

Sanatoria have three groups of employees: 

1. Those whose duties rarely bring them in direct contact with patients. 
We must bear in mind that many who never see the patients come in direct 
contact with them through the handling of food. 

2. Those who have a slight direct contact, such as waitresses and 
janitors. 

3. The physicians, nurses, and attendants who are in close direct contact 
with the patient. 

The first two groups should have instruction regarding the essential 
hygienic measures used to promote health, which include habits of bathing 
and rest, sleeping in well ventilated rooms, the dangers of colds, the 
careful cleansing of the hands, the risk of putting articles into the mouth 
and of eating with unwashed hands. This instruction should be given 
in writing and also directly from the department head. 

The group whose duties bring them in close contact with the patient 
should have repeated personal instruction along the same lines, emphasiz- 
ing the necessity of care in handling the discharges of the patient, the 
frequent change of their own clothing, and the repeated cleansing of the 
hands with soap and water. This group should be reéxamined each six 
months for the detection of tuberculosis. 

The fact that so few sanatoria examine employees indicates that they 
have an inadequate staff, or do not realize the danger, or consider the 
instruction to patients and the methods commonly used to control contagion 
sufficient.. We believe the last explanation is the correct one. 

The conditions under which employees live and work in sanatoria are 
conducive to health. An abundance of good food and country air and 
pleasant living quarters are the rule. The work is not exhausting. There 
is Opportunity to cbtain sufficient rest. A daily sick call gives workers an 
opportunity to have early medical attention. 

Sanatorium patients are instructed to cover the mouth and face when 
coughing or sneezing. The best material for this purpose is a paper 
napkin, which can be used once and destroyed. Moist sputum is considered 
the least dangerous. The patient is instructed to expectorate into a paper 
cup, which is frequently changed and burned with its contents; or to use a 
paper napkin, which is then placed in a convenient paper bag and burned. 
Attention is given to the care of the.teeth. Frequent brushing is insisted 
upon. The dentist is a very important member of a sanatorium staff, 
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Cleansing of the hands after the toilet and before eating is obligatory. 
The patients are instructed to keep the hands from the mouth and not to 
put articles into the mouth. The bed linen is changed frequently. 

The attendants are instructed to keep the hands clean, to change uni 
forms frequently, to accept no donations of candy or food from patients, 
and to handle their own food with clean hands. The floors are gone over 
with a vacuum sweeper. The beds and furniture are frequently washed 
with soap and water. Dishes are sterilized. Each patient has an individual 
thermometer. Paper drinking cups are used in dispensing medicine. 

Numerous tests have been made of sanatorium operations. Dishes 
cleansed by modern methods are known to be bacteria-free. Bed linen 
has been proved unlikely to spread contagion. Dust collected from wards 
showed no evidence of the escape of the bacilli, and now the vacuum 
cleaner reduces the element of dust contagion to a minimum. 

That the hygienic and prophylactic measures enumerated have proved 
adequate is shown also by the experience of men who have had charge of 
sanatoria for a period of years. Not one has become alarmed at the spread 
of tuberculosis among nurses and attendants who are in direct association 
with the patients. Occasionally an employee has become ill with tubercu- 
losis, but the incidence has been no higher than the normal rate. The most 
‘recent study of this problem shows a high proportion of tuberculosis among 
nurses employed in general hospitals. The same study states, “It is very 
rare to have a sanatorium nurse break down with tuberculosis.” Another 
study of over 700 employees states, “The incidence of tuberculosis during 
and after employment in a tuberculosis hospital is very low—perhaps less 
than 2 per cent.” Another writer states, “No case of pulmonary tubercu- 
losis has been known to develop among many hundreds of healthy em- 
ployees at the Trudeau Sanatorium during 45 years.” 

This evidence bears out the contention that the sanatorium superin- 
tendent who sees that these methods of prophylaxis are carried out in the 
institution under his supervision is doing all in his power to prevent the 
spread of disease from patient to employee. 

SUMMARY 


1. A study of a number of representative sanatoria shows that a very 
small percentage are making complete routine examinations of their em- 
ployees at any period of their employment. Fifty per cent made some 
examination, but only 42 per cent examined for tuberculosis. 

2. The first consideration of the sanatorium should be to protect the 
patient from the employee. To accomplish this, sanatorium heads are 
urged to make an initial complete examination of all employees. 
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3. The second consideration is to protect the employee from the 
patient. 

4. The prophylactic measures taken in practically all institutions caring 
for the tuberculous are shown to be sufficient to prevent the spread of 
contagion from the sick to the well. 
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Hospital Library and Service Bureau 
Charlotte Janes Garrison, Director 


ing the past months include: information for patients, schedule of 

visiting hours, rates, diet lists, birth announcements, rules for in- 
terns, constitution and by-laws of staff and hospital, school of nursing 
catalogues, annual reports, and standing orders. 

Among the hospitals contributing literature were: Cook County, St. 
Luke’s (Chicago), Evanston, Children’s Memorial, St. Francis (Trenton, 
N. J.), Sutter, Palo Alto, Winifred Masterson Burke, St. Luke’s (San 
Francisco), Lying-in (New York), Presbyterian (Denver), Santa Monica, 
West Suburban, Mercy (Bay City, Michigan), University of Iowa. 


Sins OF THE INTERESTING PUBLICATIONS received from hospitals dur- 


Available for circulation are the following: 


Manual of Hospital Management for U. S. Marine Hospitals, 1931. 

Course in Hospital Administration, Columbia University, July 6-August 14, 1931. 

Fundamentals in Hospital Administration, Malcolm T. MacEachern, M.D., re- 
printed from Western Hospital Review, July, 1931. 

Linen Issuance and Inventory, Rochester General Hospital, 1931. 

Report on Nursing Department Costs Pasadena Hospital, California Taxpayers’ 
Assn., 1931. 

Middle-Rate Plan for Hospital Patients. By Mary Ross. Rosenwald Fund, 
Chicago, 1931. 

Credit and Collection Practices of Hospitals, Policy Holders’ Service Bureau, 
Metropolitan Life Insurance Co., New York City, 1931. 





Books Received 

Papyrus Esers. By Cyril P. Bryan, D. Appleton & Co. 

REACHING OTHER MiNnps. By Davida McCaslin, F. S. Crofts Co. 

CONFERENCES, COMMITTEES, CONVENTIONS, AND How To Run THEM. 
Harper & Bro. 

CoMMUNITY ConF_Lict. Associated Press, The Inquiry. 

CREATIVE Discussion. By Alfred D. Sheffield, The Inquiry. 

TRAINING FOR GRrouP EXPERIENCE. By Alfred D. Sheffield, Associated 
Press, The Inquiry. 

THE BELoveD Puysician. By R. McNair Wilson, Macmillan Co. 

A TEXT-BOOK OF ANATOMY AND PuystoLocy. By Kimber and Gray, Mac- 
millan Co. 

A TEXT-BOOK OF CHEMISTRY. By Goostray and Karr, Macmillan Co. 

Your Money’s Wortu. By Chase and Schlink, Macmillan Co. 

NUTRITION AND Puysicat Fitness. By L. Jean Bogert, W. B. Saunders 
Co. 

PERSONAL HyGIENE ApPLiep. By Jesse F. Williams, W. B. Saunders Co, 

Tue WritING oF Mepicat Papers. By Mellish-Wilson, W. B. Saunders 
Co. 
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APPLICATIONS FOR INSTITUTIONAL MEMBERSHIP 
June 21 To SEPTEMBER 17, 1931 


Alabama 
Birmingham Baptist Hospital....................00005 Birmingham 
Goldsby King Memorial Hospital. ...........5. 0.06 0ccc cece cus Selma 
California 
RON NOUIOUNE 6.8 Sy sic eee We wba salwtinn es oes ane y's pCEErEy Piggle 
I 5.0 14s wkd. kee Mion FRO UA Ae SRS PAO OR Los Angeles 
Illinois 
Se Noida bcs ace an eee UR VE alae oN SUN Wo as beeen xo poe Paris 
Louisiana 
PO OE OUNUNENN sii kk Soc ks waka ocd ewe ce cacenee Covington 
Michigan 
| ee ee re eee 
Minnesota 
New Prague Community Hospital, Inc.................... New Prague 
Mississippi 
RRR RR RN ee eg eer ee a Biloxi 
ean a Sarvs wh pea AER ORES RTA LR Kae REREAD Columbus 
Gee.-C > Fitxon Memorial Hospital. :.. i... 6.6) ccc cccsees Electric Mills 
NID 5's 56 9d SG Ga rw FS elon ow Natchez 
New Jersey 
NN S55 8 aay t MeL eee ok a yea els ve KG Newark 
New York 
UD EIN ah aiiese nen wad sexe caw ee hs od ads wakiegoas Postdam 
North Carolina 
I 5 pik a gina SY a KOU Yeah a Vo ca owe Wee Leaksville 
LINE RERUN ook oss boa dw ws on ho 660s o hale os oe ab sy vine 6 OOCRSTENE 
Pennsylvania 
eee SGI SIND 5 55.8 so Siew are es oe Sees New Kensington 
SIN UMN S 550 55k 05S wknd wie VO ne Wea oe ba ace eeeee Elwyn 
SBE er ee ot eee oe eee re Philadelphia 
Nostinwestern General Flocpttal. .. 0... 2. ccc cece ces ens Philadelphia 
STING TANGO TIOSIIR. oo i ic cece cece cew ees Pittsburgh 
Tennessee 
Chessheriann Memorial Hospital... ... 2. 6 kee cie eve eeeeves Rockwood 
ee ee Ca ya e's nale Abide Bo ee Oak ea Ke Nashville 
Texas 
Dallas Medical & Surgical Clinic and Hospital.................. Dallas 
NE NG Sh Oe We Sew) Vie kes oe eae ee ane Rew Austin 
Utah 
William Budge Memorial Hospital... ...........ccccccsccsceces Logan 
sh Vermont 
Henry W. Putnam Memorial Hospital.................... Bennington 
West Virginia 
SR -DEORY 8 TAOMOMR, 5 oo o's vo EAT Oe cca ees Pe PE Huntington 











APPLICATIONS FOR MEMBERSHIP 


Wisconsin 
eg eee ee hoe re ee ie eee Milwaukee 
Canada 
epee TENE 5 wo. ii a te wake gmake Hazelton, B. C. 
Re Sees FEE os od awe hidas ees Rinhesee teres Toronto, Ont. 
St. Rita Hospital..... hk ca dake pak xe Res eee Sydney, N. S. 
Toronto Hospital for Incurables..............000-ecee0% Toronto, Ont. 





APPLICATIONS FOR PERSONAL MEMBERSHIP 
JuNeE 21 To SEPTEMBER 17, 1931 


Alabama 

Thorson, Myrtle O., R.N., supt., Mobile Infirmary, Mobile. 
Arkansas 

Childress, Mrs. Katherine, R.N., supt., DeQueen Hospital, DeQueen. 
California 


Ginsburg, H. M., M.D., dir., General Hospital, Fresno. 
Hassett, May A., asst. dir. nrsg., The Samuel Merritt Hospital, Oakland. 
Ruddy, Sarah A., R.N., supt., Long Beach Community Hospital, Long 


Beach, Calif. ; 
Connecticut 


Northrop, Edwin C., trustee and treas., Waterbury Hospital, Waterbury. 
Silberman, Mrs. Dorothy, chrmn. tr. sch. comm., Mount Sinai Hospital, 
Hartford. 
Sperry, Roger S., trustee, Waterbury Hospital, Waterbury. 
Zeman, Mrs. B., vice-pres., Ladies’ Auxiliary, Mount Sinai Hospital, Hart- 
ford. 
District of Columbia 
Truman, A. W., M.D., med. dir., Washington Sanitarium and Hospital, 
Takoma Park. 
Florida 
Ferris, Mrs. Kate W., mem. bd., Orange General Hospital, Orlandce. 
Georgia 
Alford, Mrs. Celia Kelley, secy., Wesley Memorial Hospital, Emory Uni- 
versity. 
Jones, E. Mae, R.N., supt., Rawlings Sanitarium, Sandersville. 
Spurgeon, Carrie, supt. nrs., Wesley Memorial Hospital, Emory University. 
Swanson, Clara, R.N., supt., Strickland Memorial Hospital, Griffin. 
Illinois 
Magnus, Alexander B., M.D., med. dir., Chicago Sanatorium, Chicago. 
Noble, Wm. L., M.D., secy., West Side Hospital, Chicago. 
Pois, Joseph, 1432 Monadnock Bldg., Chicago. 
Pollock, M. D., M.D., pres., City Public Hospital, Decatur. 
Indiana 
Anderson, J. L., D.D., supt., Methodist Hospital, Gary. 
DeVine, L. Gertrude, R.N., supt., The Mary Sherman Hospital, Sullivan. 
Frost, Mrs. Adale ©., asst. supt., Methodist Hospital, Indianapolis. 
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Kinzer, Roy, mgr., Wabash Valley Sanatorium, Lafayette. 
Myers, Charles W., M.D., supt., Indianapolis City Hospital, Indianapolis. 
Pace, J. V., M.D., supt., Indiana State Sanatorium, Rockville. 
Pittman, Denzel M., asst. to adminis., Indiana University Hospitals, In- 
dianapolis. 
Rains, Mrs. Rinda F., R.N., supt., King’s Daughters’ Hospital, Madison. 
Reginald, Sister M., supt., Mount Mercy Hospital, Hammond. 
Louisiana 
Young, F. F., M.D., phys. in charge, New Fenwick Sanitarium, Covington. 
Maine 
Hiebert, Joelle C., M.D., supt., Central Maine General Hospital, Lewiston. 
Michigan 
Lathrop, James A., R. T., anesth., Clinton Memorial Hospital, St. Johns. 
Mississippi 
Braxton, James M., supt., King’s Daughters’ Tuberculosis Hospital, Meri- 
dian. 
Fite, Ped. L., M.D., supt., Fite Hospital, Columbus. 
Missouri 
Anderson, Anna A., supt., Children’s Mercy Hospital, Kansas City. 
- Brunk, Josephine, supt., Kansas City Tuberculosis Hospital, Kansas City. 
Cherry, Clementine V., supt., Fitzgibbon Hospital, Marshall. 
Chrysostom, Sister, R.N., supt., St. Joseph’s Hospital, St. Joseph. 
Keith, Mary J., supt., St. Louis Maternity Hospital, St. Louis. 
Kirchner, Walter C. G., M.D., med. dir., City Hospital, St. Louis. 
Smith, Mrs. J. Herndon, pres., Bethesda Hospital, St. Louis. 
New Jersey 
Applegate, Howard, pres., Paul Kimball Hospital, Inc., Lakewood. 
Gould, Cora E., Ph. G., purch. agent, Orange Memorial Hospital, Orange. 
New York 
Bentley, Louise C., dir., Syracuse Free Dispensary, Syracuse. 
Cottle, Comm. George F., M.D., 1 Gramercy Park, New York. 
Fairweather, Frederic H., hosp. arch., Le Roy P. Ward, Inc., 205 East 
42d St., New York. 
Gifford, Carl J., mgr., Sun-Diet Sanatorium, East Aurora. 
Mooney, Jane, R.N., in charge of registr., Clinic of Cornell University 
Medical College, New York. 
Nichols, George, R.A., hosp. arch., Jas. Gamble Rogers, Inc., 156 East 46th 
St., New York. 
Ruppe, John P., M.D., asst. supt., New York Post Graduate Medical 
School and Hospital, New York. 
Warman, Grace A., R.N., supt., New York Nursery & Child’s Hospital, 
New York. 
North Carolina 
Bagley, E. G., bus. mgr., Biltmore Hospital, Biltmore. 
Bell, A. E., M.D., Lowrance Hospital, Inc., Mooresville. 


Tyner, Carl V., M.D., pres., Leaksville Hospital, Inc., Leaksville. 
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Ohio 
Clare, Sister Rose, supt., Providence Hospital, Sandusky. 
Endres, D. A., asst. supt., Youngstown Hospital, North Side, Youngstown. 
Fearney, Frank A., M.D., mem. med. staff, U. S. Veterans’ Administration 
Hospital No. 97, Chillicothe. 
Frersing, William H., supt., Deaconess Hospital, Cincinnati. 
Gammons, H. F., M.D., supt., Pleasant View Sanatorium, Amherst. 
Harmon, E. L., M.D., asst. dir., University Hospitals, Cleveland. 
Rice, Samuel W., asst. supt., Youngstown Hospital, South Side, Youngs- 
town. 
Sumner, Clarence W., libr., The Youngstown Public Library, Youngstown. 
Pennsylvania 
Jones, Col. Percy L., M.D., dir., Hamot Hospital, Erie. 
Kernan, Kathryn L., supt., Riverview Hospital, Inc., Norristown. 
Tennessee 
Nance, Edith P., R.N., supt., Chamberlain Memorial Hospital, Rockwood. 
Proudfit, Fairfax T., chief diet., Memphis General Hospital, Memphis. 
Wharton, May C., supt., “Uplands’’ Cumberland Mountain Sanatorium, 
Pleasant Hill. 
Texas 
Randall, Edward, M.D., pres., bd. mgrs., John Sealy Hospital, Galveston. 
Rogers, Dorothy, dir. nrsg., John Sealy Hospital, Galveston. 
Virginia 
Baldwin, Bessie N., Curdsville. 
West Virginia 
Fuller, Mabel C., R.N., supt. nrs., Mountain State Hospital, Inc., Charles- 
ton. 
Warner, Chas. C., bus. mgr., Mountain State Hospital, Inc., Charleston. 
Wisconsin 
Perssion, Sidney, supt., West Side Hospital, Milwaukee. 
Canada 
Martin, Stanley T., asst. supt., Regina General Hospital, Regina, Sask. 
South America 
Solar, J. Smith, hosp. arch., Smith Solar & Smith Miller, Bandera 75, 
Santiago de Chile. 





COMING MEETINGS 
Association of Record Librarians, New York, October 12. 
American College of Surgeons (Hospital Conference), New York, Oc- 
tober 12-15. 
American Dietetic Association, Cincinnnati, October 19-21. 
Kansas Hospital Association, Hutchinson, October. 
Colorado Hospital Association, Colorado Springs, November 10-11. 
Committee on the Grading of Nursing Schools, Briarcliff Manor, N. Y.. 
November 20-21. 
luwa Hospital Association, Sioux City, March 10-11. 
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THE 1931 EXHIBITORS 


HE COMMERCIAL EXHIBIT at the Toronto convention is admitted to 

be one of the most complete that has been staged in the history of 

the Association. The exhibitors presented an unusually attractive 
display of equipment, furniture, supplies, and practically everything that is 
used in the maintenance and operation of our hospitals. These exhibits 
have been carefully classified and the accompanying list will afford an 
excellent reference catalogue for future use. 

The American Hospital Association and the hospital field is very much 
indebted to the manufacturing concerns and dealers who have participated 
in this exhibit. It was remarkable not only for its beauty of arrange- 
ment but for the interest, both educational and commercial, which the 
exhibitors displayed in their contacts with hospital people in attendance at 
the convention. The members of the Association, as well as all other 
hospital people, should give their patronage to these firms. The quality 
of the goods they manufacture and sell is the best that the market affords. 
Their prices are the most reasonable. Their business contacts are the most 
agreeable. 

The exhibitors deserve the patronage of all hospital people, not only dur- 
ing convention week but throughout the year. 





CLASSIFIED LIST OF EXHIBITORS 


BUILDING MATERIALS 
Acoustical Treatment 


NA NE ERM rs gL ds Aa te Fete R cl die WE Bead kpielse oC ere bw ee Chicago, Ill. 

I ok, chs cele arv Wee eS ane. Wee we ee oe oe ee New York, N. Y. 
Allegheny Metal 

pO a 2 are en oar ae aera ee ee Brackenridge, Pa. 
Asbestos Products 

TEER ANON Coa dW rata ae die wile e eM ot cme ale, Bie ares New York, N. Y. 
Cove Bases, Rubber 

Canadian J. H. Stedman-made Rubber Flooring...... Montreal, P. Q., Can. 

Stedman Rubber Flooring Co........................South Braintree, Mass. 
Cubicle Partitions, Glass and Metal 

SENS PENCE Os ook hc 64.0 oni oon esce « See Ee wee pele ere Cleveland, Ohio 
Fire Escapes, Tubular 

Corporate Stee) Products Ltd........................-Montreal, P. Q., Can. 
Flooring 

Canadian J. H. Stedman-made Rubber Flooring.......Montreal, P. Q., Can. 

SL NEITRE NE AORN os dors 5 acts e's SOs <6 5-08 He 9 66 0b 6 eee aus New York, N. Y. 

National ‘Terraszo and Mosaic ASSN... 2.65 ices ccccseccves Milwaukee, Wis. 

DESIR LOMO OE WD OOTING CG. oi. a0. 5 nhs ceccesecscsies South Braintree, Mass. 

Tile and Mantel Contractors’ Assn. of Amer............% Washington, D. C. 
Insulation 

NN RTE BIR en ers SOROS CEN asad bce as oomin ew bop Oe ee ole Chicago, Ill. 

EEE SONU a Ss ees 6s mde Ue ois 0 Fee Uo ook Ub ee eg’ New York, N. Y 
Monel Metal for Fabrication 

Dateremuones NICKS! Co.; IMC THO i oie ce eee teehee New York, N. Y. 
Mosaic Materials : 

National Terrazzo and -Mosaic ASSN............20 ccc ce aee Milwaukee, Wis. 
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Pipes, Acid-proof 

ee Oe ee BE IN vein cocks ule cae owe ee awa 
Ray-proof Rubber 

Stedman Rubber NS. TIRES "o's 000 ole ri Ck ween ee 
Sinks, Acid-proof 

ee Cn: Oia NG soe ioc! en-4:k Oy we alinid pi ke aie ohwralane 
Sound-proofing Materials * 

TLS MIN a ke sain ois a6 oh biecse ol ace bld Sibleimlince ohare etna 

TEE CIOS no ka ck wns cewek ebecsueewses 
Stair Treads, Rubber 

Canadian J. H. Stedman-made Rubber Flooring.... 

Stedman Rubber Flooring Co.............-eeeeeeees 
Terrazzo Materials 

National Terrazzo and Mosaic Assn................ 
Tile, Floor and Wall 

Tile and Mantel Contractors’ Assn. of Amer........ 
Tile, Mosaic and Terrazzo 

National Terrazzo and Mosaic Assn................ 
Tile, Rubber 

Canadian J. H. Stedman-made Rubber Flooring... . 

Seaman Rubber Picoring. Ces. ice. ccc ibwe seceins 
Thresholds, Rubber 

Canadian J. H. Stedman-made Rubber Flooring.... 

Bisaqman HRubeer Ficoring Cok... 666. bivudectawene 
Wainscoting 

Canadian J. H. Stedman-made Rubber Flooring.... 


Johns-Manville Corp. 
Stedman Rubber Flooring Co 


Window Equipment, Reversible 


AL 


ASSOCIATION 


Dayton, Ohio 


South Braintree, Mass. 


Dayton, Ohio 


Chicago, Ill. 
York, N. Y. 


..-Montreal, P. Q., Can. 


South Braintree, Mass. 


as weg Milwaukee, Wis. 


Washington, D. C. 
Wis. 


......Milwaukee, 


.-Montreal, P. Q., Can. 
South Braintree, Mass. 


..-Montreal, P. Q., Can... 


South Braintree, Mass. 


.-Montreal, P. Q., Can. 


fe ws New 


Yoru, N...%: 
South Braintree, Mass. 


TT RUOE- RO ick ok au viewed checd wceruawiaan osu Cleveland, Ohio 
Window Screens 

ROTC PONE os esis 5 sob iviocereinine 6 0 6's 4 o'S.6 81S) Sb prelalai en BE aibach a gale Pella, Iowa 

a a ee a eee et eee Fee oe ee Woodstock, Ont., “Can. 
Windows, Steel 

DOGRORe “OG PVORUCCE COS 52:<5 vik eh bedeccee se la Ves eheeeween Detroit, Mich. 

Eeceey, Browne, BOE Domed, BRS. vs vic cevcicccccsvescceweese Maspeth, N. Y. 

MECHANICAL EQUIPMENT 

Amplifiers 

aT NMOd SOME COR es 5555 coi con cin c baa ose ee wl wale eas Chicago, I11. 
Annunciators 

eens: CORPO COE is: x o's ws 6 vce cue eon haw and Che pee eee Chicago, Ill. 

Connecticut Telephone and Electric Corp...................Meriden, Conn. 

Dictograph Products. Co,, ING... iis ciciccc esc ctetisecnce cect: Rae pe aa 

See ane SPO NS: Cok, TR <6 osc ir ccweeseveoescuctudewes Boston, Mass. 

SPARE G MBO UNe TINE CO ie bcs dee ec ne ace meals ce aeweS Springfield, Mass. 
Call Systems, Telescreen 

PRO PROM CHOM COFD: 2. oc bo ce ciiclvn se chdscaeees ee ne Hees ss ee 1a 
Clock Systems, Electric 

Connecticut Telephone and Electric Corp...................Meriden, Conn. 

en Memnenw ae - Wamhe CARs os sc ce oc tice ceneaceleeaeeeawe Springfield, Mass. 
Filtering Equipment 

re PO's ss Ss Zook Oe TS re ea he ee eee ee New York, N. Y. 
Fire Alarm Systems 

Connecticut Telephone and Electric Corp...................5 Meriden, Conn. 

eeeeeo Cast  mrecttic (C6. TG. s.< os ks sao eeiew se a tktenecea Boston, Mass. 
Plumbing Equipment 

I kd rere cdo csv ae ake koe ee 0b ene dee sls Hae nee Sees Chicago, Ill. 

eR NGS OB ang 0S 5 weds ba bie C8 Ss a Ow pane sam ewe Providence, R. I 

eee ommrenre Bite. Cbs on ssa s Cuia a pense sen oe we Pittsburgh, Pa. 
Recorder, COo 

ee | a eee uane me Gf i el 
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Signaling Equipment, Complete Line 


RN CM TEPER CMM So Say hobs! In 'n wee 04. 0S aia Gia 6 abd dlelehele Bbw Chicago, Ill. 

Connecticut Telephone and Electric Corp...............e+06 Meriden, Conn. 

RPMEMO RE EF PORMCLS, CO,, BUG 50 6s a's occ oc soe bees a eud bale 6 ble New York, N. Y. 

Holtzer-Cabot Electric Co., MM aig <6 Gators tt NG oo Oa ee Boston, Mass. 

Standard Wiectric Time. Co... ... <i. .secccccceccce bese Springfield, Mass. 
Switchboards 

Connecticut Telephone and Electric Corp................08. Meriden, Conn. 
Telephones, Intercommunicating 

rN OC IREDOE COU hs impo io 5-5. slo iskocesc enele bob wdiw sie'e'e ane a/eelevens Chicago, Ill. 

Connecticut Telephone and Electric Corp...............0+6. Meriden, Conn. 

Pee EEL: FCC MO Oc, TRIG o.oo ao 5 cise pone oa oe oye wanes os New York, N. Y. 

PEOTUROT HC WOL -PiGGtTIC CO), TINE ei ks ieee cows wie ced vowas Boston, Mass. 

I Gs i Te: a ae Springfield, Mass. 
Valves, Thermostatic Water Mixing 

NNN INI MER ne eek bral nig Gia SUbrelg gop Oe Mowe be he Providence, R. I. 


Water Softening Equipment 
RE SR TN oo os gnome ares x oie 0 0 08d SSR a Gibie eo Dies Haw eres New York, N. Y. 


GENERAL FURNISHINGS AND SUPPLIES 
Apparel, Nurses’ 


ED RIS A RMN) EMER oir bp ete ko oF w 04-0 6 ob) dl ermine, pS Ola New York, N. Y. 
we ES SE OF x aa Dn aaa Pa Toronto, Ont., Can. 
I RE he oe 8 lg ole 256) 0608S e: ale eae ere wy ebte eller Toronto, Ont., Can. 
NRE RCT AN Gers ie) bid 59 bie Aa Gn wid 6 oe SG Sis SSiwisah es phen oA ES Troy, N. Y. 
NE I IR I ese G:vgts obo bNtw ars ae wiv Ewe dea vee we Waterford, N. Y. 
a IC OR a ee a Se ER Pa IS New York, N. Y. 
Simpson Co., ear —e SNES: aoe pa Aiptek eae: © bie Ullah cee Gn ee Toronto, Ont, Can. 
NEN RE REINS TN get Ci oie ly ecg cess. give: o) osu Gie ei il b's wip oma Moe Philadelphia, Pa. 
Baskets, Fibre 
UE MINNIE ONO oS. oy cic bold enh be ace SON wie Wed a6 bate a erwin I, “UES ee 
Bassinets 
en aNeNnT SND ETN OSE 5 Sich eb-siu co wrece g's ob aw we Spee New York, N. Y 
SN CUD oes orgie cig Wie b8.5° 5,8 Poe a Mae oe 4 Cab ee eS Columbus, Ohio 
Beds 
a Ee Oo eR, | aa New York, N._ Y. 
eM ONS, i ooo yo sy ecb. w yo. asecy nie Sik Wo sdls ME ONE Soke Philadelphia, Pa. 
NUNN MUR Ears ae san (6: ox ds) ‘a a) Pods Rip enacsiig. Obie oe Se Toronto, Ont., Can. 
NR Pen EO OOO 65 5 6558 in 0.8 8 vie ee 84 6 wie weld 5 vow Selene we New York, N. Y. 
SnOIEAE MEMCMTIIO TION. (5055 vias cies ect vecrtbussibees Brooklyn, N. Y. 
MN Cia orks Cole a a aN Go Vibe sb. WS 886 wm hs A eis SiS ale wo Pee NR Rae Buffalo, N. Y. 
En IRIS NIRS oss Go a wp acd wing’ fu aS clvtela pom ¢ ererbies's New York, N. Y. 
I aS ig fo 25 og) cach 4p aie W9 SH Seo ee de OES Cs dale Derma aalD Chicago, Il. 
Hill-Rom Co., URE Rasa tio ae Ce os ade one os we oak ack Gi Wb we I Batesville, Ind. 
ee tae eat ok Wwe Wik Re ae kane Grimsby, Ont., Can. 
Simmons Co., a ces Gta Xi wR OCW we Geo Ia a) Ue A 6 6) ax Sebi MI + salle ME atom Chicago, Ill. 
IN i IIE oss 5 goo) a nos: oo nets o's wala gs ene ee RES Toronto, Ont., Can. 
a Se ES BE SS 1° oe ere eae eee Woodstock, Ont., Can. 
UES CUENTA N isc Sara oo, 0s tim ta ase Neha gOS Wb wibis Ww 8 WO Grand Rapids, Mich. 
Bedside Unit 
IR UMUC AOUDININ 2. ea, 4 bg! cian evar, 2/4) Wwe otis Fe ES New York, N. Y. 
Blankets 
I NI ON od aca a ety as oad SATE Pais SP SATE BEN Oa Ded Ene ieee Chicago, Ill. 
SI i Ase EE BD on 0.4 ore da eo hb 6IDR ok wv abi wee Seed Philadelphia, Pa. 
MES sb 5-06 Boe owe eae e elee ee ood eye hls Peles oe Toronto, Ont., Can. 
2 AERR Mone” TREE ees Rar eae bor ar a eae eis a rer um rr REO NIP LRP ENO Chicago, Ill. 
ETN EGRESS SORES AW aU NE AO ERR DM Dc Philadelphia, Pa. 
RR Ss en i a Se elena arp ee Klee ow oreieceieee Milwaukee, Wis. 
Simpson Co., RN IN CN o' Ss orp 6 wie a eee Se a eedina eee wee Toronto, Ont., Can. 
Textile Products RR acct ain ee bereits Siete lau wae Oa Toronto, Ont., Can. 
Bumpers 
RNIN CMRI ON Cog 9 15-ib a 4 ow ew Sele vi eoaieriv tod Ro el pals ave lube Evansville, Ind. 
NN Ns EEN rosa aa ed gg id tae I Aw Saw ysl Niel WS nn Hy diminloue eek ea Elyria, Ohio 
Pecan SeUUUGr POGTING CO. osc... ee een ews we South Braintree, Mass. 
Casters, Complete Line 
I ner Goose sei cw a made FV Rd RWS) sate cece o, # Re eR oS Elyria, Ohio 
Darnell Corp., acs 4 bik eS hs LS ae TNE GK Soh oie kde ee ee Long Beach, Calif. 
Faultless Caster POU G aie ess kien e RAD OS be ware aos SOT OS Lee ER Evansville, Ind. 
a a ORs PECs 6S oe Foie es cs Fk Beye eb NS SD Rel ewe ee Palmer, Mass. 
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Chair Rails, Rubber 


Stedman Rubber Viooring Coe... 6. sts isc s veldbcwcs South Braintree, Mass. 
Chairs, Solarium 

mune Berio Cad C8. soak shook ade See re gegie ken New York, N. Y. 
Children’s Sets, Decorated 

PAGBNECSE SIOMORE COPD sw. oe vce els eed cledele oo 0 si telb a manele © 0 oe a ee 
Cleaning Equipment : 

er en TOG... 5 ve Swiss ws Vib ate be kw eee Toronto, Ont., Can. 
Cleaning Supplies, General 

re EE A RED, Mk Bose i.e st win o.d. ho 6 ae De ap e's Fe alelelane Bae Wyandotte, Mich. 

Pee TG CC OMUCCN BIE og a cisiwe sn anus es cade ccccwe ws teen Toronto, Ont., Can. 

majand. Chemical Laboratories, IMG. ii. cc. covctnpncevtnees Dubuque, Iowa 

SRG SC c WES ak cog oo pgs aethlas 8 iN deans bike eee eee Milwaukee, Wis. 
Cleansing Agents 

ee eee Ce, eh RS diss. a'6-a eee wears ale-keae ee Ke a eee Wyandotte, Mich. 

DERIORG  FPORRCtS: BAG oie 60 ku Saree he was eee en ea eeseuw Toronto, Ont., Can. 

PROEROT Fe -GOIRUe CO., TOs 5.68.4 oe oe nilts nev awedsune eae Cincinnati, Ohio 
Coolers, Water 

re ee is, is Gia Bie st ee oe kno asew sd Cans cusuencenenea Toronto, Ont., Can. 
Cubicle Curtain Equipment 

peu eR Ns EES onc 5 hadke 4 oa Ss cle ae Wd CAs Dedede eee New York, N. Y. 
Curtains 

TG Bal Ts ocd ii ccd een ceedh eb dep sowie nk tneanal Chicago, Ill. 
Cushions, Bed : 

ee le ee re re ee re ee Delaware, Ohio 

Ge MRE a 5 as. o.6 9: ot io hw AU 060 ,0: FUE Bw Die Re a Holland, Mich. 
Detergents 

eee ee ee. FS DR. wb aes 0 o.b aos ade Sat enle 6 oP ataaee Wyandotte, Mich. 
Diapers, Sanitary 

peers mene COs oo os Os ib waldin es cmes ae en S aie Se New York, N. Y. 
Disinfectants, Deodorizers 

mumtimpton: Leboratorias, THE: ... 6... 6 ees Visa de dsuebeaeee Huntington, Ind. 

po OR ag rr reer rend re ere Toronto, Ont., Can. 

IR se Os a He BE ane. oak 58. SERS ee wR ada SiO Cera Toronto, Ont.,. Can. 

Vestni- Chemical Laboratories, INC é.. ccc cc eccccsiicccewacens St. Louis, Mo. 
Dispensers, Soap 

PRIMO TMUOTECOSIOM, EMG co.cc sere oc an ctw oth eueneasanwe Huntington, Ind. 

midiand Chemical Laboratories, IMG. 23. cc cscccwcwecactens Dubuque, Iowa 

Prceer. i Cerne. Do, On i 6b se oN dk vce vos cnsener bee wtea Cincinnati, Ohio 

Vestal Chemical Laboratories, INC... 2. co, ccccecckescctccenss St. Louis, Mo. 

NCE Ce SR) Cl ile a Soo xs Rare cS Soest dace Ee Ra aee Toronto, Ont., Can. 
Drapery Fabrics 

SO ON Bk BGs 6S 0 coals Oa 6 hele eS PaaS anak OE Ce eee ean Chicago, Ill. 
Duplicating Machines 

Beck Dwpiicator Co; TRG - ace se eck beep ec ctecicde. sos 0 ose oes Or ae 
Floor Scrubbing, Waxing, and Polishing Machines 

COME OMe CURHIER UEP COORD y oe. ko 6-6 soba s-cu se 0b 650 wh enn eemahe Brazil, Ind. 

REGCTMTOR EOP Rteries, . TGs 6.kc os docs vin bed ccncsecsactens Huntington, Ind. 

PEOWE CG, BCs. Te nabs wes wives teense seeds Ke Sew hs xe Relea a ene Rome, N. Y. 

Midiand Chemical Lahoratories, THE... vic eccc ces dssecwsene Dubuque, Iowa 

wasn Ue 450s, RAMs Urs PRC Ck tee eae ke ch eens cawedsahern Toronto, Ont., Can. 
Floor Treatment Compounds 

COMPING CUPH Tia VORMCORD Ss 6.0 di dee ae vee sco cen bee Sebawesens Brazil, Ind. 

Vestn! Citemtient EABOrmteries, BMGs. .ccc ccc iccces cesdeveacens St. Louis, Mo. 

wre (Ce LAG, Gs Tis cas var ctl ecee ds 6 decwa gam Toronto, Ont., Can. 
Furniture, Complete Line 

SOOO PUPMters COn TOG. << vice vaedeccoseesxuvaceeedetes New York, N. Y. 

de a Rp Ay : ere are are eed reer Philadelphia, Pa. 

pO a ree err re eer rer re ry es Toronto, Ont., Can. 

BE UES Gc cicb ca cassecs av sdUneee Ceccecgeacataleenecan ynnae Buffalo, N. Y. 

po ee Oe eee rere rere rrr re or ee ere Batesville, Ind. 

TROP St COTD., Ls Basic cccvicsvvertsas UEscetede + 8 oe ne Wid OO eee Chicago, Ill. 

DROCME COREG, BAGS dinie ccc is ct acc eekbies re vewwseseesasess Grimsby, Ont., Can. 

TN CG AEDs oc teines cass csguvedeasne awn wes kb a4 ocean Chicago, Ill. 

Bimpeon Co., LitG., BaObOst. .. 6.5 pccccccewecvevesdevewes _- Toronto, Ont., Can. 

Brengarad Tuts Co... BAG. ici ss ccc cece ccd vanes asueewes Woodstock, Ont., Can. 

BEC RIOY TOG. CG. oo. ei 6s eects ees ekslevewnsnvew ee? Grand Rapids, Mich, 








The X-Ray Stereoscope Is 
At Last Perfected 


HE new X-Ray Stereoscope, developed by Bausch & 
Lomb, has improvements which are making possible 
a more extended use of this very valuable technique thanj 
Roentgenologists will recognize¢ 


was ever hoped before. 


in the following partial list of features an elimination of 
practically all of the faults commonly found in these 


instruments : 
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Accurate “third dimension” 
No eyestrain 

Greater Diagnostic Value 
Easier, swifter film change 


Automatic centering of films 


Ee EE a ge 9 BOR 


No mirrors to adjust 


Even illumination 


| 


In this new instrument the plasticity, or “third dimension” 
in relation to the other two dimensions, is absolutely ac- 
curate. Thus a chest 7 or 8 inches deep actually appears 
that depth. Hence foreign bodies or pathological condi- 
tions can be located with precision. 


Write for our new catalog giving full description and ex- 
planation of operating technique. BauscH & Lomps 
Optica Co., 656 St. Paul Street, Rochester, N. Y. 


BAUSCH 
ZLOMB’., 





BAUSCH & LOMB 
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Furniture Tops, Rubber 


Canadian J. H. Stedman-made Rubber Flooring...... Montreal, P. Q., Can. 
ereaman: Rupber Fieoring CO. wees ccc tevceevecces South Braintree, Mass. 
Glides 
NE PN hers c's orp Vics’ 8: kb hid were WOd Niele ea bee wees Long Beach, Calif. 
Gowns, Complete Line 
ee NI NEN, ORNS 6 oe oa 6 nag 5) 06 ow’, did oe Sle rergin Bide s aes SO New York, N. Y. 
Ce NO ED EMME, 5 ss std ene bo ce ebweebeenedoawat Toronto, Ont., Can. 
Pe ON A RV ORONES S's 5 eines 5,0 5 0)s boc nibh 098-8 08 bce New York, N. Y. 
I IR END a da a ve" G Se abu onda Sia cac eee tea ae bide aw Sloe Toronto, Ont., Can. 
NR MoM et oni Vo ws oh bisre'al Mobic diem ee wemen 6 ahabee Troy, N. Y. 
I EE ED NC 50 6 io Fier hn we eRe OR Pale oe eS Kee eae eA Waterford, N. Y. 
SM NMNRINE Oe EIBEN DUDMINONINT, CIOS «650 "c swe. 53 bid iose.g Sievbndy © ode 4: oi5'aie 9 Mew ed New York, N. Y. 
Na oo ead ola 9G PU wo 9 A Fa elt 4 eRe ane Te GN Awe eS Philadelphia, Pa. 
Re Ei TBSP SRA DOES cant orate pro eee a ay a Ay Me Milwaukee, Wis. 
PERNT 800, EMG, TOO DOLC, 6S eo tunics belc Se ec eoeesaa bes Toronto, Ont., Can. 
NNN Nr eg ty tel i nea d avue pare eae Ble ween Philadelphia, Pa. 
Insecticides 
MEE i GETNCUE DN REO 65g oa. 5w loss n'a ba oo CORR Sie, 0 Hs WOES Toronto, Ont., Can. 
WEStas CHOMICAl TADOTALOTiIC®, INC. occa cccce eek tae wee sacs ea St. Louis, Mo. 
PR Oe Ni RO INE Es 6 obvi t she 6 bck ale Noh stele wig ee eRe Toronto, Ont., Can. 
Lamps, Bed 
ENS SERS SERRE ON eR oer De Re SOO SULA rei A er cea Elyria, Ohio 
NEI MOR sa, Sec 5 ahs oh sal be So 50 Dnintw maia ers wha ae Grae Toronto, Ont., Can. 
Marking Labels 
MN Nec SAMSON So 9e ks 'a\5g 5 <b: WA algo eA shieeces Nia ee Glebe. iw To Pi ok South Norwalk, Conn. 
Mattresses 
I ES Eig «SDs TR eS SS A PP Sane a oa Pe ey Philadelphia, Pa. 
Es MEM aegis acme 4's. bum vie Rae eae ae © ov wetaloe Toronto, Ont., Can. 
Sane “SOI AIOE COO. oe pie bie Ske Wie bo ee was eee gees New York, N. Y. 
I NL UN RE 6 ois oes ac sie thy awe side avis Res elk wine Se he ee New York, N. Y. 
I I ER ON rad gig oes hep joule Hie Wile ia oe Sp PRETE OrR eS Chicago, Ill. 
ee RI I Co gop cia iocg die wes vie wae a bia. 6 wrens po wibler wares Delaware, Ohio 
I UE gate ik Sie ane Og ake eh sige wissen e Holland, Mich. 
I INS nd a's gre) as phie e370 Gere Shel Gd How ete eb yo Riarele STOO New York, N. ¥. 
TI IOS PONE Ss 5 aly aS ae Salk ay pike wd 6e % 6. Whe cyete ws Wie nee nae’ Chicago, Ill. 
eR SEOs, SEAL, BROUSOEE «5... 56a. 3. nin 's +b s.8 dis 2 4 waved obo Toronto, Ont., ‘Can. 
Stickley OES ITE IE NCE an OS RE Grand Rapids, "Mich. 
Mop Trucks 
a MRI MNRAS eo So cog. mas blah aaa mw 4 la ayh a ki lela. @ sp afin Owe oe Elkhart, Ind. 
Nurses’ Uniforms 
en an NINE TORY 555 S56. ads aco, a Bile ine ig icl¥ 0/85) wR Bea New York, N. Y. 
EN SR R78. Sis a oreo Sie ew Sees wa Cowes Ce Toronto, Ont., Can. 
ee ee ee CUTS FE os co ic.s bic niece e's. w ccc e's oh 6 eolele vies New York, N. Y. 
DM PRMD ME GPO 6's cause 5 oi o(b dave Siero idee oa Re 079 «SSeS Toronto, Ont., Can. 
ER UIE I ooh oo i gaiicincwigtae bialachs sie se 5 see Sind Ok Berea Te Bie Troy, 'N. x 
MR NN re rae ai al ig el on 4 v6ck b wisp ee eee Waterford, N. Y. 
Nestel’s Equipment Bees he Ahaha Sie aide Korie Wie lehvek: & Sak aloe New York, 5. ne 
NI IN I Nc a a ig wv ipr be alia minus, bCa lb wider kieran Siete Milwaukee, Wis. 
Simpson Co., Ltd., ee ELEN Seat SN ENR eae ee ie, amore rete Toronto, Ont., Can. 
Williams & 'Co., Re ee ot ne end woe aes Philadelphia, Pa. 
Pail Silencers 
UNI Sc Ri RNR Te ce Sia'y Giasee bom nls 6. ace, Wb eine bce Biereisa Boston, Mass. 
NR is UN NO Sa 5 ering gw pe RR <ele le. We SOG ese ben Orereeiare beara New York, N. Y. 
Paints and Varnishes 
I I his bn cdg Neute it pce aie Sie tins es @ SE So ttre w ebb New York, N. Y. 
TEIN ON 0 ok crags ae p hiale's wpe Beek ww wb os © Biel SO Cleveland,. Ohio 
Paper Goods 
nen II RMD cu a's wpa eas 0 bla ale OOS Ua we wee Toronto, Ont., Can. 
IS RN acne dias 5 Guard vag S: Gos aed we WINANS gi CR SE Sie Lee ee Milwaukee, Wis. 
Ne ROR A Es oa a are ieis 0 Reh a s.c eae ener ee wes Toronto, Ont., Can. 
Pillows 
nen Ne ME ENG og aie b. Goa. Ws bleinie, 4:0 o)b 6 wid einlura Dracwit eat Philadelphia, Pa. 
I I SRS, I cores ink Ce Sih gi Bo aii es es vite 8 b-0 sw. ws Wes a aneee HLRET ee ae Toronto, Ont., Can. 
en NS I es a ie iW od wit eck 8 os08d b vl eee eR lne® New York, N. Y. 
NE I 0 a SURG go iets ao. b bie wba ss eave pitieae «Vere phew rewaee Chicago, Ill. 
ene CO Est, SREP ES os aide Se wae evap eb eet scets Toronto, Ont., Can. 
Pitchers, Individual Ice 
Hospital Import Corp......... wanna cece ves eleh Seeeeeeeee New York, N. Y. 
Radiator Covers 
NEE UI ORs os nh oe en e's Se kwa aan ke ee Woodstock, Ont., Can. 
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A Boon to Fracture Work 


— this 
Shock Proof 
X-Ray Apparatus 


VERY surgeon knows 

thelimitations with x-ray 
apparatus in fracture work, 
when constant vigilance has 
been necessary lest he or his 
patient come in contact with 
some part of the high ten- 
sion circuit, Because of this 
he hag had to forego certain 
radiographic and fluoro- 
scopic views of the fracture, 
regardless of their impor- 
tance to diagnosis and 
prognosis. 

That day is past, how- 
ever, since the advent of 
Victor Shock-Proof X-Ray 
Apparatus. Think of the advantage of being 
able to view any part of the body, from every 
conceivable angle, without regard to the prox- 
imity of the high tension circuit to the oper- 
ator, or his assistant, or the patient— without 
any danger whatsoever of electrical shock. 

By placing the Coolidge x-ray tube and the 
x-tay transformer in a grounded and sealed 
container filled with insulating oil, a shock- 
proof and fool-proof x-ray apparatus is real- 
ized. This feature of safety has not been at the 
sacrifice of flexibility; to the contrary, it has 
made the Victor unit capable of viewing the 
various regions of the body in positions and 
from angles which heretofore have been im- 
possible, due to attendant dangers of the high 
tension circuit. Furthermore, the complete in- 
sulation of the high tension circuit in Victor 
shock-proof apparatus makes it the safest to 
use in the presence of ether vapor. 

Consider how the handling of some cases 
will be facilitated, when a fracture may be 
vtewed fluoroscopically in two planes, without 


This illustration shows the Victor Model B-26 Shock-Proof X-Ray 
Unit in position for bi-plane fluoroscopy, with two tube heads, for 
directing the x-rays from below and crosswise the table, respectively. 
Note how the McCutchen Fracture Device is adapted to the table. 
The fluoroscopic screen (at upper right in picture) is swung down 
into position for observation in either plane; through the two-way foot 
switch on the floor the operator energizes either tube head at will. 











We 


having to change the position of the patient. 
This is accomplished with one shock-proof 
tube head below the table, another at the 
side directing the rays crosswise the table. A 
two-way switch energizes the two tube heads 
alternately, while the suspended fluoroscopic 
screen is quickly adjusted to either plane dur- 
ing observation. 

With a fracture-setting device adapted to 
the table, Victor shock-proof equipment is 
truly the last word in x-ray facilities for the 
fracture specialist. 

To fully appreciate the significance of this 
development, you should read the complete 
descriptive literature, which we will gladly 
send on request. 


GENERAL @ ELECTRIC 








X-RAY CORPORATION 
2012 Jackson Boulevard Chicago, IIL, U.S.A. 
Ft Ly vi Ais 2 A 





Join us in the General Electric program broadcast every 
Saturday evening over a nationwide N, B. C. network. 
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Radios 

POREPRTII EE COOREOE CORD Ei iii. 5 60 oss PRS amine hie gave aie bee ea aw Chicago, Il. 
Rubber Sheeting 

SArIoeh TIORMItR DUPOIy COMB wc cece ea ees cases wen dec Chicago, IIl. 

SE SE ee ree ae ee ree ee Boston, Mass. 

SEMIN OER Sk Gis Sas naka in a: 00 v/a) gs oad 044 OREO 6 We cae Philadelphia, Pa. 
Screens 

SR rg Fi ng oy aim b Obs ioe bw oe dcop tinve New York, N. Y. 

INNIS PE MI ange htc sc oicve gk Slade Se CV TION # w we ee Oe Columbus, Ohio 
Soap, Liquid 

Huntington Lanoratories, Inc... .. 26. vc civics sceceecuce Huntington, Ind. 

Wesrel CHemical TA bOratories, TMG... 66. 65.055 os os we os oolee eee St. Louis, Mo. 

MN a EO, ME whic ig Si dieio oo neie aon h ols cle ate hee b 5.9 0S Toronto, Ont., Can. 
Soap, Scrubbing Compounds 

PEUTIC TaOPT MOOTEeR, TMEs oor. ce wees ecccnced Huntington, Ind. 

ey ee I MS ooo x Wo cne e612 vee ele OS Hawneeveedes Cincinnati, Ohio 

Vestal Chemical Laboratories, DO Fe Fe ea one Sack eee chotanes beta St. Louis, Mo. 
Soaps 

Saree le eI: IE SRE 655k o> wb 0.0.0, ono seisoia.iee slbiin au 0/0 ome le wal Chicago, III. 

BLUM CIB UO TM OOCRSOPION, ING oi <cic- inc bc cc lec yiewseonecces Huntington, Ind. 

Bg EE SB a ee na ene aera Toronto, Ont., Can. 

Midland Chemical Laboratories, Inc.......ccccccccccccsaces Dubuque, Iowa 

PRI ee Me ng oi is pice occ chee ee ee eee e ee eee Cincinnati, Ohio 

VORCRs CeeNOn EOOPREOPIO®S, FOC 6 650k. dtc cece ececausece St. Louis, Mo. 
Springs 

ES EE a OT EY Sn er a New York, N. Y. 

See ee UIE PRT MEIEC PSOE OD oes soc cece cc noone os vowees vesis Brooklyn, N. Y. 

nis. Sn de ote a be 0-0-e bbb 6 0.0 acer New York, N. Y. 

RNIN hag I a 0 c.g 50 puted e-o orgse we, 9 acwiere oom oop.u 69070 be wae oe le oh Chicago, IIl. 

NS MO oa fag oie ois, F dre po HO Rene Baleb seme 6654 5 Grand Rapids, Mich. 
Tables, Bedside 

ie URE NI Sil Zhi 5 head ew Nase Siar HERO ER OHO GUE se oO’ orpcere meas Elyria, Ohio 

SN PI Oo Tere neh uw dca Suh. Giehpiwpib ses. Fhe Bw gins ore eb Oke Toronto, Ont., Can. 

ES MME cel co laren Gd vA NA WK bad aN whe d'e pie Ce eiaeS Columbus, Ohio 

NS 00g RNR ORCUTT. os io +p 0a se eae Ws CHORES Od be Toronto, Ont., Can. 
Tables, Overbed 

nna MU ADNAR OME MINS oS en clue niin eld vee U aS wate ee eo New York, N. Y. 

SNE TRIE EM octet cig Sl ood arc e dis whee Sb w eee es views b oig'p a INR e eTe Chicago, I1l. 
Tables, Solarium 

et CA ie a a eg wins bn See OAM A ee Ow boa e's New York, N. Y. 
Textiles 

RUN MINI EUR so gig ie sw 6 osc 3c Ye; os alle Ww bap nsele ole! ers.s Ta widleve cipine Chicago, Ill. 

IE I OR ia Sag solo nite el p vgs cw oii a Wate Sd S's oe wie ecese sls ernta ees New York, N. Y. 

EE OS RS easy Wick area wine ob awh be kw ee Web aes Toronto, Ont., Can. 

NI MADR Bes 5 AS nine (ooo: Oa nd Wise Soe etre kale Sew a ew Kd eae Pa Chicago, Ill. 

Sr BM es sce dbo k ste wale Meeasémeeaeees Toronto, Ont., Can. 

re a a eee er New York, N. Y. 

i EE EE SEE a ea ee EO ag ee Philadelphia, Pa. 

a I MIR Me aie © Sw G07 Klass) bib acd WSK OW. Oasa Rb alee Milwaukee, Wis. 

IN 0s 7 NUR. RUMEN oin''a (sb. 0 'w.8 1010-0 0% ba oon bo 08 6 ob OO Toronto, Ont., Can. 

eRe WW OUMCEN CO. Ets igs Sic ee ae wk bees cs wlewne Toronto, Ont., Can. 
Towel Vendors 

Se Ns NE RR. oie ig'n eis wos Wee Sel vee ew hes ete on Toronto, Ont., Can. 
Towels, Electric (Air Dryers) 

REI RL EE A ls send as twigs Gatos: bee Sie Wine 18 oH OM ate wa Toronto, Ont., Can. 
Trays, Overbed 

Nhat Ls TM at, Sa a als, oe ew + OLN neg Wie ele gs gk eno ee Columbus, Ohio 
Trucks, Service 

I he ies ks ns age 5 ticeie ce Wn'S-3' 5 3:0: a0. b ip 8 eee So ete me Elyria, Ohio 

EI IS Coes or wigic' sag Beid Ooch Slob wines Skee Sus Oeceweb se Palmer, Mass. 
Vacuum Cleaners 

nn oe ooo. ie as caw oar cyuete ek wen eedbuus Rome, N. Y. 
Vases 

NI AI II 5.55 gon aa eile 3-6 Biv Ome See mee Stele pie bow New York, N. Y. 

Disease werine C0 oo oe. oe oie ec ete South Braintree, Mass. 
Waste Receptacles 

Pe (OP OMOCES, EMC. ove neicececes Ra Geka baie eer eM oma ike New York, N. Y. 

RMR MEO ek osc ob d Sebo wh bod ke bee e'ee Toronto, Ont., Can, 
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Dissatisfaction with resharpened i i Hil 
scalpels was responsible for the AT | 
introduction of the detachable | i i il 


blade knife. With nine patterns 
of razor sharp blades, the Bard- 





Parker Knife has solved the 
resharpening problem for many 
physicians and surgeons. A used 
blade may be instantly replaced 
with a new keen blade at half 
the average cost of resharpen- 
ing the old time scalpel. 


PRICES: Bard-Parker handles—$1 each. 
Blades, 6 of one size per pkg.—$1.50 doz. 


Quantity DISCOUNTS: 1 to 5 gross, 
all sizes of blades, unit delivery —10% 
dissqunt. 5 gross or more, all sizes 
of blades, unit delivery—15% discount. 


_. Barp-Parker ComPANy, inc. 
‘ 369 Lexington Avenue, New York, N. Y. 
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Water Bottles, Stopperless 


en Ot NN ero tio hc ecrteta Siete bw vlog ou Brantford, Ont., Can. 
Wheels 

RNR, eM ig Sidi i atoreed Halen he ero EL Nw ie ae eke cee Elyria, Ohio 

Se EOE OS yee, gs ins 8's Sh ese oo RCRA wee wk peat Evansville, Ind. 

MNNUPECMI IMINEM TUN Soo 6 yd aon ohh ones oben bce vee Palmer, Mass. 


CLINICAL AND SCIENTIFIC EQUIPMENT AND SUPPLIES 


Applicators, Thermo-wave 


Commae anare-tay Corn. Eta.) s 6s bs oc ek ae oboe Toronto, Ont., Can. 
Anatomical Charts and Models 

eT IRIN, MEM lec: oot sey cig ba orwre a os aur eieiaia ce dod aecee ee Chicago, Ill. 

RI MIN al ge! Al eG. o a ose os ia 26 6 niu tohc 6 w Wia OR w wal kb a bsblele were Toronto, Ont., Can. 
Anesthetics 

Oe Be TE IGE 8 5 RP ig og ay 20 9) eR SET Toronto, Ont., Can. 

Pere COMPPGssed GAS COLD «caso oe elk ss ta ced ece clases Kansas City, Mo. 

NDE SNP SCN orig. op 5 54 so woo 0b Heke wie doe Sock usa wee Bod New York, N. Y. 
Anesthetizing Apparatus 

ONE I OP EUMEES CO MEMOIN , g aig bs oneal yi vd reve ila wwe uk New York, N. Y. 

I NI 5s ig a prin ace o58 0F a:b & sel e 0 4b: 0p 64 ae pa ade esos hon Te ocd Minneapolis, Minn. 

NII NU ORI OS i SS hg logos al gcah eae es ole omnia Toledo, Ohio 

Puritan compressed Gee COPD. oii. ice ccs cccccveees Kansas City, Mo. 

Safety Anaesthesia Apparatus Concern..............ceccceees Chicago, Ill. 

Ua ta Ls eV oat ai ol else’ oe Oleig Rie oile Long Island City, N. Y. 
Bandages 

eee ET OE FE OD oy oe og oa csca'o: oa. 90d Dive Ond Gus Beles S Becewelen New York, N. Y. 

ng NE ge SS YS a Se ree New Brunswick, N. J. 

I PM POON iG aig ne pikes 5) tiene Sd wb ai boi ae vided oec bene ewan Walpole, Mass. 

ENG Sati PORE se Steet a. Sas etc 8s 6 ase ach Abas Db oe eee he eee Boston, Mass. 
Bandage Machine, Felt and Plaster 

en ERIN ON ae eligi g kag oOo ase > bie wares oR Bow emer en New York, N. Y. 
Beds, for Premature and Feeble Infants 

IN ES SRNR SIN Cee a bs ce: pooh be BS a wie bool Long Island City, N. Y. 
Beds, Fracture 

MG 1 95 e505: te cso wed’ ws oe RL Rig Katee MRS oly Sob. os Meee Warsaw, Ind. 

Senn UNDIES SORTED. ODO ERE fis 5 we book oe oie Wivioie wb Ne ace ee wee tae’ Kansas City, Mo. 

EY PRN NN es wes Sit wala 5 6,90 ha eS oS OE RI ee > wk le ORlee-b hr Warsaw, Ind. 
Biological Products 

INE TEMS ML RS soph sktn Go. SU See wy w sie pie Oa ao b¥ oan een ene New York, N. Y. 
Books, Medical and Nursing 

ER UNIS ME Sa eg a a AGS ag 5 "4.9.6 Cato Ko ay Siew eek oS eed Habe bere Philadelphia, Pa. 

GG I eer ice ara ane ren gr pee oa ap gens Sere Philadelphia, Pa. 

I EN PRE MNN sg fe cage ha, sig "shi Moin iece iby wee Staw-alk Btw eee Oe New York, N. Y. 

EEE NS eS gry hak ws a RS YORK «Kae Gh bee a eee Philadelphia, Pa. 
Breast Pumps, Electric 

PE EO CUEAOR POT ICO. ice ieie be es ee UN ews scale e be New York, N. Y. 
Cabinets, Splint 

NM IR fs ec an ieii alum che Catach 5 wh oie k.alersin Diels © a ware eis a & Warsaw, Ind. 
Caps, Operating Room 

ORRIN OU MEIN ooo a sea 5.6 vole cals plete datlee ogres Toronto, Ont., Can. 

eae EO TOD, STORE O OA, oon soe ces as teicis bcdccbaceveads New York, N. Y. 

NE Te NUN. MD 9) ine Wis a New wo BOs Wok ole ele ie eR S New Brunswick, N. J. 

INNS MER MNF EEG Oh ince Sip ical a6 Sara W S5é Bates e Stans Kee A Sw 00k ede bie Troy, N. Y. 

Nas NMS tire, siete a Wa alk Sune toh se Nee PR OSS 6H aE RS Waterford, N, Y. 

eg Tee BIS Ea Far oe eae are re ee Milwaukee, Wis. 

I Ne Oe oh sp oh. Gis al Sv Sle, + Seth Beare ae oe'k a 63 aS uaE Philadelphia, Pa. 
Chemicals 

NEN ME MINE, BUls PU ove aes pss 6 5 Picitiee ses WOE ie ws bie Sb e ee New York, N. Y. 
Clinical Apparatus, Stainless Steel 

EINES TUNE METUB MN oyu SC 3 6:6: 5:8 06 6 Winn 0. wi wialg Wace bigs wie-d bo oes Massillon, Ohio 
Compressors 

ee I EN EE OR os a cove od open) Uubw ew 6 ecw es Rochester, N. Y. 
Cotton and Cotton Substitutes 

CAPRI Ts ON i oo 8 ee eee cece op eevecrvcsveeese New York, N. Y. 

Jounson & Johnson, Inc New Brunswick, N. J. 

a AD MEE Sota cites. nel pee be BAO a ab ates BAS ode eeu aOR Walpole, Mass. 

TM SG FINE wo i Sinise tae. b Wb ee fac anpted wht Ghee ao ewe T Milwaukee, Wis. 
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BABY- SAN 


AMERICA’S FAVORITE BABY SOAP 


IT IS AGREED at Round Table discussions of Hospital Superintendents, 
nurses and medical men that BABY-SAN is the correct product for bathing 


babies. 


BECAUSE—bathing the baby immediately after birth with BABY-SAN 
removes the vernix quickly and gently. 
BECAUSE—BABY-SAN eliminates from the skin of the new born pos- 
sible existing bacteria, which if allowed to remain, would develop into a trouble- 


some situation. 


BECAUSE—daily 


baby’s skin in a wholesome 


BABY-SAN port- 
able dispensers for 
useon nursery bath- 
ing tables are fur- 
nished to the hos- 
pitals. They’re 
handy and efficient. 


Hospital 


The 


IBA IB 


PURE LIQUID CASTILE 





HUNTINGTON LABORATORIES, 


Huntington, Indiana 
Canadian Office and Warehouse, 36 Yonge Street, Toronto, Ontario 


= SAN 


HUNTINGTON 


LABORATORIES 


(MADE 


bathing with BABY-SAN keeps the 
condition. 


CAUTION—only 
the Huntington 
Laboratories, Inc., 
Huntington, Indi- 
ana, makes and sells 
BABY-SAN.Don’t 
be misled. 


Department 


Inc. 


IN U.S.A.) 
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Cripple Carts 


IN AS BN chiar uSt sa Hanis nt VP AIRS Ke OO Tire on ae Ve ieee Elyria, Ohio 
Cushion Rings, Invalid 

emer me MN OEE 55 555s Gi wb 55k ww eee ag OR eeR ea owe Delaware, Ohio 
Cushion Rings, Self-inflating 

pn Mn a Nt UE res rs ie pueon ew o'- 0:0 wlaraeio dies 61s oo 6 ke wa ee New York, N. Y. 
Dental Equipment 

Seren Cree tN ete, BRO Soa ewes wk oo Meebo ee be eee Rochester, N. Y. 
Desks, Chart 

III EIR oe ioe oka aio paw c's 'a ood se hele be Owls pe Mawes Grimsby, Ont., Can. 

Rs Cog ik ear d eG tend ens piecnle wale fee's dee cman ee Madison, Wis. 

EMR TEM oes ONC eh eia te 5,06 O% CSE Sale oo Gb Ware BE wore Columbus, Ohio 
Diathermy Apparatus 

tte UO TICE: DEES. CG 8 og ooo esas 6 65 orp woo cine cc be wwe set's New York, N. Y. 
Dispensers, Hand Scrub 

I Nang WI San Wark Sa NE ae gE RINW A oe RRO eee New York, N. Y. 
Dressings, Surgical 

ST a er so nleca a Ob wih Owbie alla o6 wR Toronto, Ont., Can. 

eID NE MMB o ay ng Ge Ne ony Sf oars wink chi be bore we New York, N. Y. 

UI INES Ata I ails G0 Sp dere lave eth lavein a &'k.8' GOs ew ord Rie MRE Chicago, Ill. 

EE UL MTs s os cies e'eiah clelivats HV Ere es ele abs o6 bce eS See owe Walpole, Mass. 

Ss Atay OBR a's Tiss onin wince'e Son sie ob wie, Bible 66 6 bo 0-9 hs 'dig al?) « 0.60 Se OL ee. 

SS a Rane OO" SR 0 5: an A a re ee Toronto, Ont., Can. 
Dressing Baskets 

PP TEG SIOUU LE DIT COPD. cs. oxic 06.5 ck cd. sve cae ei obese Chicago, Ill. 
Enamelware 

Le RSs © Gr Sn Pe Ere MS Fee gs ae 

ne TE DE os ks ag aids io 0.cse Ow Oe wie aco e's br to ek Beebe New York, N. Y. 

I IME Ss ao a ali" g ra oi Wie) Rd @Gow. Mphe  d do'e Neila nals Wawa New York, N. Y. 

eae SEED ie "1G ge) sins ‘ace Btbiol 4's win Gra a ole so dle ee eGreia bal Ca QUA Milwaukee, Wis. 

eS ee ae cr ee Toronto, Ont., Can. 

NU ee EN cy) eae, Chery a Aieiw! Sor ac arate ele bree, ow Gee pie New York, N. Y. 
Fever Producing Machinery 

Re TOR EO ho eo 5 win aed lere soe hw nsdie je lesion New York, N. Y. 
Forms, Record 

Hospital Standard Publishing Coles foc. oc veces ines ews ses Baltimore, Md. 

RCN OID MOO jo 6-5. b ovo Sie Vagina bes waa es aw da tawee Chicago, Tl. 
Fracture Appliances 

I RON on agli a aw wrbscue g wae @Miele BOR al eine w Si Rlone ea ee Warsaw, Ind. 

EE MEE CCCs. DB wiase cic sheds WaEweRaRS ool woe ek Kansas City, Mo. 

TL Ro he ot ee eels katte Paes a fe eek Meee Warsaw, Ind. 
Furniture, Scientific 

Kny-Scheerer Corp., The.......... Yr eres tear ne ee New York, N. Y. 

BB! ORGIES STR eta uC Ale ne PP e-em OP eR Madison, Wis. 

NT SR CP RA es CO Oe ee ne re eae ee Columbus, Ohio 
Gauze 

MRP INO NS ooo oie ee fed dlwiaig & LK oo Selly Wo Sad bw Baan woe ole New York, N. Y. 

TL Oe ee ENO so 0 oe ne ps k wre ek woe dies te ole oe New Brunswick, N. J. 

I MRE SS SS le web kate ee Re OLAS Soe yee noe em Ooi Walpole, Mass. 
Glassware, Laboratory 

I RII PUN Sg gs SS Aaa Sia cl ane Bile di weed wild ba N eet New York, N. Y. 

Glasco Products Ss Sn tape ee ae ak ete Se ASN 9 BE Nia Somes SRS Chicago, Tll. 
Gowns, Surgical 

MOO TIT OUR SOE, TRO. 6 56 $085.6 eu oleate ec Ol we Sek pe cine e Vew York, N. Y. 

Cee -Cowiler. Cor, BAG si. ciwisn cee ee ee es ce ce cite cee Toronto, Ont., a 

Dix & Sons Corp., Henry Tee e656 Richie Rae Oe ew a Ke he New York, N. Y. 

Eaton Co., Ltd., RRA as SL NEE RNG he ea, Toronto, Ont., Pu 

Marvin Co., ME i oS ne BR Seg eee Troy, 'N. ae 

ee IS SU RID Se oes Sy Se) sigh er giaa tw ae A Eas MA eS ve Waterford, N. Y. 

OR SRS 2 ES err ee ek a eis a re ey Milwaukee, Wis. 

NE CRs a EE soe. 0 5.5.0 te Ss ewid sve ed kup bee eee es Toronto, Ont., Can. 

I RRs Ns og CE week a o.@ eov bik ed CCR Cb bee Philadelphia, Pa. 
Hydrotherapeutic Apparatus 

Ne 5g: dw wha ie ois vas ase Sib Pe al at enue tha wine oer Poh aca one SV al 9 & SaUE oe Chicago, IIl. 

Standard Sanitary Mfg. OS SPECS SGE Ci C Cee RA Se ee S sane Pittsburgh, Pa. 
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in DENY Ee. 


MORE THAN 75 PER CENT OF DENVER'S SUR- 
GICAL BEDS ARE LOCATED IN HOSPITALS IN 
WHICH AMERICAN STERILIZERS ARE IN USE 


= AMERICAN sterilizers throughout Colorado, Wyoming, and 
Utah are serviced promptly and efficiently from the offices of the 
Denver Fire Clay Company in Denver, and Salt Lake City, by men 
thoroughly well equipped technically, to advise on the principles 
of sterilization, as well as to care for mechanical details. 


MORE THAN 60 PER CENT OF AMERICA’S 
FINE HOSPITALS INCLUDE AMERICAN 
STERILIZERS WITH THEIR SURGICAL EQUIPMENT 





These prominent hospitals in 
3 Denver are all extensive users 
_ of American sterilizers . . . 


AGNES MEMORIAL 
SANATORIUM 
CHILDREN’S HOSPITAL 
COLORADO GENERAL HOSPITAL 


DENVER GENERAL HOSPITAL 
(new surgery recently equipped) 
MARY H. DONALDSON 
WOMEN'S HOSPITAL 


FITZSIMONS GENERAL HOSPITAL 
(U. S. Army) 


MERCY HOSPITAL (elaborate new 
buildings now under way, to be com- 
pletely equipped with Americans) 


NATIONAL JEWISH HOSPITAL 
FOR CONSUMPTIVES 


PORTER SANITARIUM AND 
HOSPITAL 


ST. ANTHONY'S HOSPITAL 
ST. LUKE'S HOSPITAL 


UNIVERSITY OF COLORADO 
SCHOOL OF MEDICINE 








AMERICAN STERILIZER COMPANY 


1208 Plum St., ERIE, PENNSYLVANIA 


EASTERN SALES OFFICE, 200 Fifth Ave., New York City 
CANADIAN AGENTS: Ingram & Bell, Ltd., Toronto, Montreal, Winnipeg, Calgary 
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Hypodermic Needles and Syringes 


eR ae a ee re ar Rutherford, N. J. 

RONG N we Ci BIR OR soe os ks ele wba lcld's bac Sue vo Obie cee webs New York, N. Y. 

aCe ST SEPA CON os oo bbe ck ok hoes hid ewe eae Watertown, N. Y. 

GE I ih 6 8 a FRAO SE EO Re hee be wie New York, N. Y. 
Hypodermic Trays 

Meera seOnpltal Bumpy “OCOLGs soos ales oie cee wis re bee ooh elota Chicago, Ill. 
Identification Labels (for Rubber Goods) 

Os SB oe ka ges bles OF asi cae sick V1 aba ae emles New York, N. Y. 
Identification Necklaces 

NC URALANRNNE Oe ROME le OM Sa orgy pbs pe dia sas leg Ds Wow eee 4 8s Long Island City, N. Y. 
Identification of Infants, System for 

EE IR a 2 kia nia cal oup g. bah ie ae Bnd a dll aoe Philadelphia, Pa. 
Incubators 

AE AOR has ag s Worn saa e We bed pe ORD OSS Oe awed heb SD Madison, Wis. 
Inhalators 

SR LR I aks ole oak Cor dk SE SU SOR oh et ov core othe 6-Ree See eee Elyria, Ohio 
Instruments, Endoscopic 

I RI ht cet ee dna an wee ea ike POC W ea: Setle Cah weg ewe New York, N. Y. 
Instruments, Surgical 

American. oapital . Sugapig -CORp. 66665 oes ccc coc ease sea ee Chicago, Ill. 

OEE AWRY EIN S65 iene wis a8 a pediocin bie bins 10.6 0b ee ere @ Balok New York, N. Y. 

SRE Et MERE RR ron Le igre oo part & ase e Me pred sb RK 60 o.kee New York, N. Y. 

ES Fos ses Sg cc olr o eee Ao cease sy Mele aioe ae eee Toronto, Ont., ‘m2 

POLCRNGY. SUS DIMORE: CORR sa5:k sb id a Es Sie cae bee eeas Watertown, N. 

RE Ce NRE a eck DD gms See OMS oor ciew aa ages eee s New York, N. y. 

On ee eet OP ee eee ee ee eee Ce New York, N. Y. 

PST RGT C0 APO. mC NON Eco. 5c0.s) Ceo 8 Me eho oes a ere 0s ow eee Toronto, Ont., Can. 

SEA OIE, CDi os Coe ea Roe Chak cee heres Toronto, Ont., Can. 

MERC eR OD. i's 6 ew be ORE Ae Ow MOR KR NE TORS ke New York, N. Y. 

Tawi: SHELLS Dt CONTPRTICE ss 5). '6 560 kale ok n ceed oe Stee Se Rochester, N. Y. 
Insulin 

Ay Be DE, Ve Nee co oc oe ce Sete pe Sakae arewa cee ae New York, N. Y. 
Invalid Chairs 

SO CTO ae el ery a's arc a ck wp ee ARMS ened Wad eos bin ewe teers Elyria, Ohio 
Irrigators, Vacuum 

Petes KOANOEt COR. ns cy occ a eee yo ENO a EN ee are New York, N. Y. 
Knives, Electro 

Samicgs MBOCIGITES ER. CO. 5 ooo SVs Oh es x ree eee wee New York, N. Y. 
Knives, Operating 

eae aD, COS OMG. oso x 0k oe woe ee ea Wet one ks New York, N. Y. 
Lamps, Operating Room 

Mme Grertenl Tal tiy CO, STO o:e ogo tiers s melsie & 0.0 \sle's0's Long Beach, Calif. 

MEOULORT OOO IRNOR RT SOs 5 iio as S845 bee FETE ose eee aed Yew York, N. Y. 

ee ee RR ene ee eye ee oe Rochester, N. Y. 

Richa larch Seri: OE A es o6. io 5 Suiecd « on es arnen oe obs 0 Saree Philadelphia, Pa. 

GE Oe REN shay CEPR ie fa ble WHE sk as ob pele ow Bh ae Sule phate New York, N. Y. 
Lamps, Therapeutic 

Amorioan Surpical Lamp Co, Tut@.. sk cece cnwwectees Long Beach, Calif. 

(NE ER OS SPREE: SY (Rag Sie ar 8 oP iy Waa Eeee aan La Par aeRO ORONE. Ato bape Chicago, IIl. 
Lights, Emergency 

Semen TEN. MOR CRIB i555 a o's are isi be 3.8 be a iocp aie Bb Slates ees Philadelphia, Pa. 
Manifolds, Oxygen ; 

PA ae Oe MOG. ok ose cs Ca nse be ea eee ERS eN New York, N. Y. 
Manometers 

SURSEEaE SNC MTR OE RIO. 50s) 5 5 eth as 6 Sh BM SENG ONTOS Ne Rutherford, N.' J 
Masks, Nose and Mouth 

ONIN At SUERMNARNRN DMS SS is cisco Sere eae hOB nid wea pre aly we Yew Brunswick, N. J. 
Medicine Trays 

Sipetionn “Hospital -Gunaly : COey sco eis ee Se V ees ew Sees Chicago, Ill. 
Metabolism Apparatus 

eee ees NR MME a mg Cee sive 6 Wb ba oem ee waren lee «ale Boston, Mass. 

SEONG: ICR. BOD eek Ak cs Doe e eee cee Ce EAR e eet Toledo, Ohio 


Microscopes and Accessories 
ene RARE. RM a yc Biainlh'SG.4 0 doula ies wane SRE wea N Nabe bw See New York, N. Y. 





capita 


pagent an sete 





Tay 


7 a 








yNthaetesetetas agree... 


ABSOLUTE STERILITY 


can be assured only by 


rigorous heat sterilization 


4 Sutuges 


mat Sterilized 


DAVIS & GECK, INC. a 217 DUFFIELD STREET 4 BROOKLYN, N.Y 























= 
Colsok HospiTAL EQUIPMENT 


INVALID CHAIRS 


CASTERS—Ball Bearing 
Rubber Tired 








TRUCKS—Models For 
Every Purpose 


If you are attending the American Hos- 
pital Association Convention at Toronto, 
be sure and see the display of Colson 
equipment at Booths 35, 37, 136 and 
138. There will be many new and inter- 
esting models shown. 


THE COLSON COMPANY 
Elyria, Ohio 


Branches in Principal Cities 
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Monel Metal for Fabrication 


peaernetionasl Nicker Co, “BNC. CBRE s ies ack hac eek Oe bk New York, N. Y. 
Nose and Throat Units 

Seater Senta) SALE. -CO:; ING io <:6 nbs eh ee eee a alceewhe seeks Rochester, N. Y 
Orthopedic Specialties 

See CRN OO OS 65 sink oA bela wie bee MEM REGS Dees BRU ROE New York, N. Y. 
Oxygen 

Rae lr PE POMO SCO. <u paises 6 05, 6 KS ORE Cee one ak een New York, N. Y. 

Puritan Compressed Gao Corn iy. oce ck cecvviecedeusereees Kansas City, Mo. 
Oxygen Therapy Apparatus 

DARSPiCRy SIGROIR BUnoly COPD ie kc 66 e vieieie es eee et tw ee bted Chicago, Ill. 

RENN, SRN. ce MEE RUN ERY EE yt na Wy Fao oe inh V0 Oh es paw) Roe ees Boston, Mass. 

NS 00 le sie boo oe ge RielD eS xo PEN Oe Oa aoe ba Cambridge, Mass. 

a AN RIE 5 Gg ose Bae ad Sicldkd eS REG Sa Oe New York, N. Y. 

NNT SIIISIOMROG 000, Sos crctins: 6°39) 70's Ob 6 obo Be ke Seen eens Toledo, Ohio 

On “TPR BOP Vic, TRO oe oes soe oo go wie. b oles Pe a's Bere New York, N. Y. 

Peete COTDPORHOR GOS: CORD. 6... oss so iiine sew VERT Beles Kansas City, Mo. 
Pads, Operating Tabie 

ee MN TD INN ar Se a eh wie die teh b'BRobe ebb bis a peta Delaware, Ohio 

I ee CMU NNNE Sos is. ota. wea Sate atin ee ote od ere RAE Wisse DIRS bp siaiete Oeieee Holland, Mich. 

a 1 Ae. GREE MSs e's. a5, vn ahink gas bp A dome cio aro bee Sie ew ek Boston, Mass. 
Pharmaceuticals 

SE HUSEN 2 PMI OUMNED 35 © teat caer im Go Sl wine boece bs Latha ipa eh New Haven, Conn. 

en een CO oe Faia ou eR awh eee be eee eee eure e Cee Newark, N. J. 

Pere. LO ROPIOR, BCS s..06 5c onc cs Tin ve weow Wee eekinee Chicago, Ill. 

EI eT NU MU Mg art ere Mein S Kolb wa We Hs 6,6.aSe,be pe oa be ecers New York, N. Y. 
Photographic Equipment, Supplies, Etc. 

RTE) SMI DD 9. 6s sk. ob wr ornw ice bas wey oie ie eet D ceeee a Rochester, N. Y. 
Physiotherapy Equipment 

eres SULOCESEO Fh =TR YP) COs. 6 nlh's sds sb sw kee ipie. ecb eee ee eteles Chicago, Ill. 

CEM OECOOCL DEE. CO... BC IO Ses oso hod kno ve anes bole ee Covington, Ky. 

We RMEONEG SH TAY OO. Svcs cia bck eexs boa ves Swce Long Island City, N. Y. 


Pumps, Surgical 


Pann SRRMNRR MR UROD OY CUED 5 aga Fae SAR Welw AM wR BCR ew a ard ole 5 Sa US wre Toledo, Ohio 


Racks, Chart 


NAN EP. OD rand Sain ihe are avn Peis. ale aM ble kG WS s Stare ke a. ek Columbus, Ohio 


Regulators, Oxygen 


ime CINE ORT IMMBUNIPE ClO, & in5' 5 ou Snes S's gras ie alse nie Wwe a veebighw Scone New York, N. Y. 
Respirators 
Nn, SU MUSE Eiger a eco becerare oboe eb 654. 6 ou een b ek bone oie Boston, Mass. 
I MN AM a ng ee ant a tally palin: Robe Rk DEE Barbee Aeon Cambridge, Mass. 
Resuscitation Apparatus 
SS ORK) AAR ORE BD 6 5 Sioa ge wos eo WR wine MW 8 fw Bye o> 6 Hb O® deem Boston, Mass. 
NDR ill, COME N ics Girg 6 ase + 0-0: 630-o05:4 3 5s Bh HEPA ROE RS DLS EO MEw'S Cambridge, Mass. 
Foregger Rey I RU os ore -ecoca eis esc ee Pee RS pee eee ae oe Vew York, N. Y. 
Puritan Compressed ee Os os ka ss ree Neha k tee ee a ah Kansas City, Mo. 
Rubber Gloves 
ey RMD RNR ee Ne sg. y-e ata «goes pie le bie WEA Wb wide owes Massillon, Ohio 
Rrra ree errr Te res Massillon, Ohio 
nn I Mas Cos a wacko e Ke Wee ecu Sp he Rae ae pe eta nec ees Canton, Ohio 
Rubber Goods 
ees EEOOEERL. BOUBIT “OOED. 6%. oobi sec bwecebistcwewenees Chicago, Ill. 
RR OTN ec isis Srd"s oN ls ie ore acres! ebb eo iaia wes 6 4S ow ee ole New York, N. Y. 
IE MAAN EEE DG 80S Shares aie o.oo ware Gb elle he biWle 8 oc¥.0-b 8. Owe Massillon, Ohio 
er re Ch ect cewe ON SRD AO hale Ue eee ee ewds Delaware, Ohio 
SEER Oy SEONOO ei cs co er RLM e oe mee chee wat Boston, Mass. 
ED BCIPIN I, AO RENO 5, 6% ow B'S be wie ow hiw.s's & Gee ele ba de.cls 0S Massillon, Ohio 
PEERS Ko-5 i s3i5 wo als 9566-5 9k ert ale bch en cid paleo ¥4Ph.e RLS ee New York, N. Y. 
NG EE RED 105 oa’ b's! o w.9 Ph vine Mia WOE 64 Foie aes eo Ce ee eet Milwaukee, Wis. 
Se armen an tine RR 8, ob bv bcc edie wie 4 ors iw bore wie ela 0.8 Toronto, Ont., Can. 
ee SE ee ie ee be ee ee ey ee ee ee New York, N. Y. 


ES IIT, NO shes vce os och e SSW eRe ame ENS dk © Sine Ri ko be Canton, Ohio 


Rubber Sheeting 
Pierre, sOepital Sapnly Cory... avi cc. Coes cee ere cee ede 
RN 0) TD MSU INE Ba oe 5a ein a CEE Th Oleh Gis FRE OO ae haa AES B 


Sheets, Operating 


-.-Chicago, Ill. 


oston, Mass. 


Corbett-Cowley Co., |) *, See Toronto, Ont., Can. 


Slides, Stereopticon and Miscroscopic 
ee, Si 2 RPP INU nD REED 2 nes Savor GE 45 Ni Cony rae age ear 


Chicago, Ill. 




















HENNEY AMBULANCES 


Are Specially Built to Meet the Needs 
of Individual Institutions 


Modern Henney Ambulances are the result of 63 years of 
experience in designing and building vehicles for special uses. 


Everything from a new type, polished metal ambulance body 
(as shown above) to a folding lavatory with hot and cold 
running water has been built into Henney Ambulances — to 
make them more convenient and serviceable for the institu- 
tions using them. 


The New Henney Ambulances retain all of the stamina, speed, 
power, durability and easy riding qualities that have made 
them the choice of many of the country’s prominent hospitals, 
institutions, industrial concerns, city and state health and police 
departments and departments of the national government. 


If your institution requires an ambulance completely appointed 
for unusually long trip comfort, and attractive equipment for 
advertising purposes we can provide exactly what you wish. 


A Henney Ambulance is a sure means of advancing the com- 
munity’s good will toward the institution using it. 


HENNEY MOTOR COMPANY 


Freeport, Illinois 
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Soap, Surgical 


PIVIBLINECON TADOTELOMION, ERG... 6. ek oe ee et biey eviews bes c Huntington, Ind. 
Pe 5 ED, AION a 5.69 gn 204 9-0 ais ecb ep le Malo’ BB ete ODE E Toronto, Ont., Can. 
Pus RSMOTE Oe PURERIONEL FEIEO 0h. 9,050 4a 5.0.9.0 0 doe oop ee ig O'e bse New Brunswick, N. J. 
Vestal CHERIER TA VOTROTION, INC . 65 cose os Fi Ssicc ew ec weewen St. Louis, Mo. 
Splints 
ES EE Na Seri bth sare 6s 8 bin vic bo bd 0 cee eae ww ware ay en ie tee Warsaw, Ind. 
een Rr RE 5k. «ois o hal W.pielheack a BOM Rew aig ORM Kansas City, Mo. 
NINN, CUNER pN Pei b acs wa wool, w\ ara 0.0) 9a enw Siew ack acne Sie be Ole Hib RE SS Warsaw, Ind. 
Spotlights, Portable and Emergency 
eerienn serene Bote O50. TAG... 2 cisiee ss 00e ca vcweee Long Beach, Calif. 
Sterilizers 
aN a IRN SII S'S hk ps OG w ie: 6: Kian na STS ecw aie 6 wee ee we a Werere'e Erie, Pa. 
RE aro as encela: Wig eee ee see bb pa an eOe New York, N. Y. 
eS i NOE 55 .o'g soc i's e Wie e aie-n eid bsie bh ARS oe Ba ele etal alles Rochester, N. Y. 
OE bal nn 5 6 sok an kN Mek | Ne ale EWN Ea oD we REO Toronto, Ont., Can. 
ene III SE rs PRE oS gunn d ales hcp ha A esa wi ncblk aietaa bee ee New York, N. Y. 
Re I I EROS ic 5 5a 6 ie Sees ae hore ois + ble Cae Rochester, N. Y. 
CE Roe a So 5 5 nN ioas Oe Farce Cae owe hw oe Oe cee pa Madison, Wis. 
Stretchers, Wheel 
EMR IIS 55) to A gs gn ewe ee bte be oe ey See AWN be oes bie cine Elvria, Ohio 
OER ar Ea cash ow ke dW ows oe ese Re) dp rah sc me dee ease Columbus, Ohio 
Suction Apparatus 
eS MNS os oo c-ere-6' aeons 00's O28'o 00 Korea bisuee 6 Long Island City, N. Y 
Suits, Surgical 
To, RL ORD 50 3 2 ye kb Mia's Scns 4S anges. ole ae eg Se ae oie 
eR TR ap eink cls Veena ra senw suscep ne sree Toronto, Ont., Can 
ee eg POM A. 5 chlor’ 50 0k eis Sie» vo ele oe 0 ome ole ew New York, N. Y. 
SN Ng yc aigr a ne ase Ck NCS o Aels ore wo evo bance, 6 A Toronto, Ont., Can. 
A Or Ss a, cer Gi gh. Mini a Grete ae NS p's Fee 6 Bee Wale ORs ee Troy, N. ¥. 
sO OG Ee eee eee eee a eee Fee er « Waterford, N. Y. 
E:T Flas PO WORCS 60k 6'o 5's 08 ow iaere cis beer ene ees Toronto, Ont., Can. 
Ne hg eta so Wacko nbs 000 wow obra eh ee ob whe Philadelphia, Pa. 
Supplies, Medical, Surgical, and Invalid 
eee PEOMNEUGE CUSEINST SOORD oo ono 60 ceca ul ohtsox ees s-ec¥ig ts wee ae wre Chicago, Ill. 
eg SEIN I Os ook oo one Ve biog g beck ues b tiee eHS Rutherford, N. J. 
ery eee tse eee rere ye ae Toronto, Ont., Can. 
I a EL Bgl e saa Sa ive kalba ls ob ares oblate wae a Cal Toronto, Ont., Can. 
aE eI ODD go. 25) 6 a. dice 0 we seed. vw pee ee eeewle ee wee New York, 'N, be 
ne ey ED, CRORES vie isons dee peewee vee cade eers New Brunswick, N. J. 
i a so Da eb 6 ese Gb cw Mee eee Owe bb a oe 6 0's ee eae New York, N. Y. 
NE AE Se ME Sie Sia s oa 5 cies ala aii 7 3°) aise dpe Gcbe wb 4 808 08 ae Rh Milwaukee, Wis. 
NE NEN MEDI og ic A Noo 6 0 (> or 0. 4 Ria ob ww Waza Re cle ee New York, N. Y. 
nN eR sO 0, sn oe oe Mi bie B's e's as vie Os We Toronto, Ont., Can. 
NN URGES INES 5. ay o'g ob ape Kiele aus Gh Cove ww elpield Toronto, Ont., Can. 
Sutures 
Re RN SNM Fo ia chiara pia Ud Biss 16g wPate ere ad ielp clobame wane Brooklyn, N. Y. 
RO eS igi dale 5 Lg ila op inl Sree eG Long Island City, N. Y 
ag RS ie 6 AW Wow ew 8G Ole bale eR eek wee bak awe. Milwaukee, Wis. 
Syringes 
SPCC, eC MEMO Me OO ns opie no do's ves oct co sw hens es mae ws tutherford, N. J. 
POE ae he BG Wee is bpio.e Wis 6-4 wb SG 8S wee aaa Kew EER New York, N. Y. 
PERL TMGRUUMNNONE ROOED, cio) cowie dane sees oho w ead con eee Watertown, 5 Pe 
I US CN a ais ie ofS a ke We kb hore be S46 ea 4 vin wee Ie New York, N. Y 
IE IONS NI 65 o's Sash 690660 sc: Bb bow 8 PTW kid Sle braces ele New. York, N. Y. 
Re NER ES IE IN eg alas w slovaca: vibe 48% ola sere baw Gee e Toronto, Ont, Can. 
Ritter Dental Mfg. Co., Inc..... Oe I Sa Ey Con ene Rochester, N. Y 
Tables, Fracture and Orthopedic : 
Pee COOP GT SOE EO 6 Biv oie cipher ccce wipes sew wae den New York, N. Y. 
Tables, Operating 
in NR) UNI N  6o ao, vie ones 2m he age e ae APOE Ole’ CRA New York, N. 
i RG Fs as be alee wb «be Whig eee wb OS we eb bb OO we Madison, Wis. 
Re bin 0 a bles w eidie bos bibb Benes Wd @ eds cee 6 eels BS Columbus, Ohio 
Tables, Stainless Steel 
I I ON 555 5 Na ecin SI pita nS 6 talaga ws OLR E Wad wie eiela Oe lds wise Massillon, Ohio 
Thermometer Baskets 
MEORSOR BEOMOIRL BUNDY COPD.) . oi. eee ik cois cee tele bees Chicago, Ill. 
Thermometers 
Dey EEO, CODED. sk ci bic cd ete twtpieiiesews Watertown, N. Y. 
Pengel Corp:, THe. .. cas De eae aah ay Nig Race ROW ORME O'S BE EOE de New York, N. Y. 
Pe Wr io hatin poe ai we eo) ohe bow p we eh ee Toronto, Ont., Can. 
ae. ENCE UNG SP RERION SRD ON 06 6.6. 65's bis 8c pin d's oe bare eed Rochester, N. Y¥. 
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ie PAYS to keep check on your 
| cleaning method$¢, to examine 
} them searchingly every so often. 
| Excessive time and effort spent in 
| cleaning means that money is being 
| wasted. 

In such cases a major operation is 
| indicated—the removal of time-con- 
| suming, expensive cleaning methods. 
| And . . . for a quick, complete 
healthful 


restoration of efficiency 


OAKITE PRODUCTS, INC., 





Do your cleaning methods 
need a major operation? 


adopt Oakite methods. For, Oakite 
assures absolute cleanliness at low- 
est cost whether the job is cleaning 
floors, walls, windows, porcelain and 
enamel fixtures, or laundering hospi- 
tal linens. 

Our nearest Service Man will be 
glad to go over with you the case 
histories of many hospitals that have 
reduced cleaning expenses the Oakite 
way. Write us and he will call. 
No obligation. 


Oakite Service Men, cleaning speokeneey: are located 


in leading industrial centers of the U. 8. and Canada 


Manufactured only by 
16F Thames St., 


NEW YORK, N. Y. 


OAKITE 


TRADE MARK AEG. U.S. PAT. OFF. 


Industrial Cleaning Materials ana Methods 

















VISIT OUR BOOTH NO. 9 


The Davies & Sullivan Company, catering for over 
a quarter of a century to the largest and finest 
Hospitals, Hotels and Clubs in the country, in- 
vites the hospital fraternity to test the products 
of a coffee plant which, from the standpoint of 
sanitation, cleanliness and modern machinery, is 
s:cond to none in the United States. Members of 
the executive and selling personnel will be in 
attendance to extend a cordial welcome. 





New plant ane * sl 1, FP .. omiagy last word in 
uct 


DAVIES & “SULLIVAN CO. 


COFFEE ROASTERS - TEA IMPORTERS 
149-151 FRONT STREET — Corner Maiden Lane 
NEW YORK CITY 
BOOTH 9, AVENUE “A” 











The American 
Journal of Nursing 


| 

| 

| 

| is to be found in almost every hos- 
pital in the land, sometimes in the 
hands of every student. These are 
our future executives. Begin now 
to make them familiar with your 


name and your product. 


American Journal 
of Nursing 


450 Seventh Ave., New York 


$3.00 a year 
$3.50 Foreign and Canadian 
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Vacuum Equipment 


Pee eee Sn, AO” BOC cca ebb kc oe RAR we kcmecae eda s Rochester, N. Y. 
Washers, Bedpan 

a NO oe sc5'c no bard @ bse lel pie belo we oe + 0b owe Wlalb ane Pp aiee Erie, Pa. 

ie ck ORIG so Siow voile arse be a's weoteeo slob + 6-985 Sherk 0 eckle weer the Rochester, N. Y. 

DO CMOOTeT COPD, EMG. bovis evulons bab ee sige bo 6609 eeee New York, N. Y. 

I i ois Sg Val'w hace acat ade (ob eee hard We whe ano evaiete: one SG Ne gs) ie 

I Os ie via bas 5 wo ice AW eB e 4 ee oe eee ie eck eS Oe Madison, Wis. 
Water Bottles, Stopperless 

SE ¢ RU ae ear ne .Brantford, Ont., “an. 
X-ray Apparatus 

Kelley-Koctt Mig. Co., INC. 0.02. cece ree ctccsececevesseene Covington, Ky. 

ge Be Se A oo) a ae Chicago, Il. 

ee Se. BU gb aces passing eetsenccevece ue Rochester, N. Y¥ 

eS I ER so ie ene s 60 Wie 6 OU aw be e's Long Island City, N. Y. 
X-ray Films and Supplies 

NE UI tg gai Na eign is aileo 00d bee p'0th OR ae wah ek S Rochester, N. Y. 

PE yc a roll ovis o bio'§ 8 de Ses hoa Card lew tne eaey Toronto, Ont., Can. 


LAUNDRY EQUIPMENT AND SUPPLIES 
Chutes, Soiled Linen 


Pe i NO os ole A aie cs Rane g Vale oe Fe Se eS walk Ree e786 Rochester, N. Y. 
Dryers 

American LaAUnary Machinery: Co «ci ic hectic sect nesvas Cincinnati, Ohio 

TAA ee ora seca alk Wien ab eed Mele RRs obs Rbh Oa dle 4 6 6 On Philadelphia, Pa 

Troy tRaRety MACMMOES CO., TNO. 66k isc ke ews wee es ces East Moline, Ill. 
Extractors 

American DaAunadry Machinery CO ss oe 65sec ccniner swe Cincinnati, Ohio 

Troy eeawary BOROMIDery CO.) TAG. 0k ob hcl pececedess East Moline, III. 

United States Hoffman Machinery Corp...........ecsee0. New York, N. Y. 
. Ironers 

Asmeritan ‘Enuhdary Machinery Co. . «6566 as seek esc Sees otis Cincinnati, Ohio 
Marking Equipment and Inks 

NNR: ORM NOD 55581 alia soo Ses 8.90 <0 v.09 SS alp'eve p.vlbie Seles pe Chicago, II. 
Marking Labels 

Be ME RNS RIMS GSE aaa aig a nice gia ahaa: <a pie Hie bio e's wGb/0'p wee South Norwalk, Conn. 
Presses 

Amicrican Laundry Machinery CO. 0's. ocd cece cece sewccews Cincinnati, Ohio 

a Se PIS Ci ob). a NF aes Fo ae toe es Ok eee eee Syracuse, N. Y. 

es I ia ee hod Soo sie v.0 e Sie sao way WOR CCE Philadelphia, Pa. 
Soaps 

eR Ee RNERSR EU AO. OO 66 8 0's £05) hehe Sie Pele Seine NDS Chee E Chicago, Ill. 
Trucks 

SIR NO aia, crn er arkealy. gee kW. s, bused! dab BOD Reo EMC's SiwlB beee Elyria, Ohio 

Ek EWEN, NG o's olk ras e 8S th ESO Kaw ko 6 RECS a VELBA RSs Palmer, Mass. 
Tumblers 

United States Hoffman Machinery Corp............eseeees New York, N. Y. 
Washers 

American Laundry Machinery Co... 6.566. hei vec erececs Cincinnati, Ohio 

POs TRU ULy: MIA CRINONy. 050., TRG. oes vas 85a ile ee cee bne East Moline, Ill. 

United States Hoffman Machinery Corp.............500005 New York, N. Y. 
Washing Powders 

Ren END TIVE (POE ICO cs lees oo Woe be bee wg HVE eee thee ee Chicago, Il. 

eRe Cs NE a we iny'd-4:5 a wlere ob a eh See eR bonis eee we Wyandotte, Mich. 

ee gee HB SONS PMR a | ee as a Sonne Aer Sasa ee ate aera ema Cincinnati, Ohio 


FOOD SERVICE EQUIPMENT, UTENSILS, AND SUPPLIES 
Baking Equipment 


Bdison General’ Electric Appliance Co... ccs cacce ce ctecteceses Chicago, Ill. 

EE RE: Sig I 9 ooo sis sac A aD aces Rep OU ER PK oo LR METS DE’ SR Troy, Ohio 
Broilers 

a” PRE SOS ste EEA Oey Snare pier a wre rer Be are tea ern Buffalo, N. Y. 

Pe AA SEI IMORE COPD. o.crc io 0s 5 5iu cls buscw 0s Fee se 6 bes New York, N. Y. 
Chinaware 

Bmeriogs Bospital Bupply COP... icc ik ace aiesevwctocgucsvas Chicago, Il. 

SN EN RNR OMe ric tt bh 4ite wb DEMO Me te Sg eee OUR Se DRODE Toronto, Ont., Can. 

EN AO Pts MR Na Sk ba te eR TROIS SNS EDS R SEED BO CORES ew Chicago, Ill. 

See MNCS OG Wyo ate ecw 055 5:4 69108 wow oe Wigs aie eo Obig an eee Syracuse, N. Y. 

BEG, ¢ RUNGs WHER S o.oo 0 5.6 35s Ste oe Saha Rikers ee Se Ce: we oak dena e Milwaukee, Wis. 

Se RRs, NINE A od bode oie Shoe ocletales s Oh res Toronto, Ont., Can. 
Choppers, Meat and Vegetable 

I SN NG el oe Vain o wis dd- vial 40. Bs epee on 0 sks (lw le D bheip. b revelers Troy, Ohio 
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This advertisement is one of a series addressed to Hotel and Institutional Executives. 
QUESTION: 
Can one expect worthwhile savings in the 


storage of hospital laundry supplies ? 
ANSWER: tC UO 


Decidedly so. Where facilities for stor- 
ing supplies are poorly planned and 
distribution uncontrolled —there is 
serious waste. Proper storing prevents 
deterioration. It makes for orderliness. 
It saves time. Organized distribution 
checks extravagance. 


Of the three major classifications of 
laundry supplies (washing materials, 
such as soaps and starch; miscellane- 
ous plant, such as nets, paper, pad- 
ding,and office,such as stationery and 
laundry lists) washing materials bulk 
largest, therefore, suggesting that the 
storage room be placed close to the 
washroom to eliminate handling. It 
is recommended that access to the 
storeroom be controlled, ; 
involving asystem of re- 
sponsibility and records 
to insure using the cor- 4% 





rect amount of supplies and to stop 
waste. 


In many instances supplies cannot be 
obtained locally onshortnotice. Again, 
large quantities are often purchased 
to secure a price advantage. Thus ade- 
quate storage space should be pro- 
vided—having good ventilation and 
dry flooring. If the three classifications 
are maintained in the same store- 
room, each should be separated by 
Partitions. 


Troy Advisory Service with its staff 
of experienced laundry engineers has 
a wealth of information on this and 
other laundry problems. Make use of 

sey it, it is yours for the ask- 
ing. A card to any of the 
ve below will bring 
you this data at once. 


TROY LAUNDRY MACHINERY CO., INC. 
Chicago New York~San Francisco* Seattle Boston*Los Angeles. Factories: East Moline, I’ 
JAMES ARMSTRONG & CO., Ltd., European Agents: London ~ Berlin Zurich 


TROY 





SINCE 1879 ... THE 
WORLD’S PIONEER 





LAUNDRY MAC 


HINERY 





Troy Equipped Laundry 
in the Cedar of Lebanon 


MANUFACTURER Hospital, Los Angeles, 
OF LAUNDRY California 
MACHINERY 
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Coffee Mills 





NURI IN gs IN A oc 55a Gloag eo Sia HL eho oss Ud A ord EO ay Troy, Ohio 

Cooking Equipment, Electrical 
dison General Electric Appliance Co..............cccceccees Chicago, Ill. 

Cutters, Butter 

Sr I NIN Eye So by cine Sans soo kien S are Wows ohn Dales Para Baltimore, Md. 
Cutters, Food 

PME Mg MEU are Wo ba phe x soko Pirie week eGo SRR DOA [AOL B LE Troy, Ohio 
Dinnerware 

III MOIR re gn ale en alg sla bcos a''Si mio. sie se’ 6 Ak W ocere & 6 46S New York, N. Y. 

ES ONE STRESS. Se Se TOP SRE ne enna a OE OEE aE New York, N. Y. 
Dishwashing Machines 

I RMI CMM etek dae. y'-a.el ssae'e Sain ab Old oo Dek be 3 ober Chicago, Ill. 

eee PAGS ee TING DETR. CO, os. 5 6.5 oso vec ewe e carves os Hartford, Conn. 

Crescent Dishwasher Diy., Hobart Mig. Co... 22... cenewccp sees Troy, Ohio 
Dispensers, Milk and Cream 

EE MIRE: ROPURUCO, gore ss vse o 01d id av b'din ype ccSlwwesawer New York, N. Y. 
Electrical Equipment, Complete Line 

Edison General Electric Appliance Co............cccccccccece Chicago, Ill. 
Food Conveyors 

ED ae | ea aa eds SS Wasa SIS dees ela iat etkge LOSE Elyria, Ohio 
Food (Hot) Preserving Cabinets 

iain. g aie inh eOwis «mene obip else polation Minneapolis, Minn. 
Glass Washing Machines 

INR Rete Igo a a 9 a, cg. nciol in’ 5.5 16 Swe, & wes + 4.8 .b oe 08 Wena Chicago, Ill. 

eg weg ne INN Ss ae 2 a ae Hartford, Conn. 

Crescent Dishwasher Div., Hobart Mfg. Co...........c.ccccccces Troy, Ohio 
Glassware 

NE RNID MERU hee rues frp Ue SS R/S blest o. Sis ere. Wa grote ew abeig oer8 alee Ss kiace Chicago, Ill. 

I GUE na Go tare tPable'w db Wei bis Be Oks Che eee Toledo, Ohio 

I MN set a ROE acer hea ik oleae ores OTe WIR wl acd mon le. 0% ote te are ake Milwaukee, Wis. 
Ice Cubers, Crushers, and Shavers 

a DNB tS 1b he Od Goh > ee Ph Sua OL eS. b Stele mE GIONS Chicago, Ill. 
Kitchen Equipment, Complete Line 

OE RSL alg SE a ag ye ocr era Sania er ar are ee Toronto, Ont., Can. 

ee MESS SO RRC) ¢ SE eg er ES Toronto, Ont., Can. 

ere GOR UIHIMONt COPD. o6oie kiss eve tee ebeceeseue New York, N. Y. 

mn seo Seemee CO. ste 6. sheet ek etree ewe ke oe Toronto, Ont., Can. 
Mixing Machines 

i TD SN ge oe regs ae ae ele Wy on8 Bp Nate Troy, Ohio 
Monel Metal for Fabrication 

PeReeTeOMas ICR OL CO,,. BNC. TRE. i056. i ek we elec wees New York, N. Y. 
Ovens 

Edison General Electric Appliance Co..................0c0eees Chicago, Ill. 

Biameera Gas. Mauipment Corp. . 264... kee ccc cee ewes New York, N. Y. 
Pasteurizers, Milk 

CMR ro OVE aigly cinta” dle sed Gh bw eo te wk We Swine 6 wea Rochester, N. Y. 
Peelers 

I I TGR MR oh. pis tunathigrace'a' eS bh OS OC RION Ure a aed be Bek ail Troy, Ohio 

I TN Ie an! te Yu Paty $4 qurgienid Sle hgetgus Mela nt & Wale bea la Chicago, Il. 
Pitchers, Individual Ice 

IE PONIES 6059 wisp dV bo sudcs. » Vid okie, ws wow odie Vee Fe New York, N. Y. 
Ranges 

Standard Gas Mauilpment Corp. ... 6.5 cee cee ececcceees New York, N. Y. 
Silver Burnishing Machines 

American Laundry Machinery Co... 2 6.6. cae ic cues Cincinnati, Ohio 

SE IN RS I ele k 3 ie ie sgl ase ogo geisad mh ee he'd rials Toronto, Ont., Can. 

IR INR BO ates Soke ge oes eas Fgh wae Ros mines Nols Aw Nees © RRO Chicago, ‘Ill. 

NI ON ons ah 28, egg Sigh Be Wain ie -duitle Gin e plone hee oS Milwaukee, Wis. 

NN TO REM, ERIRIODE oo 5 ass Oe Sin 6 Ses Ma ee ON GSR ees & Toronto, Ont., Can. 

SIN ROPER ERED SD ee corn cared 2 co he ave k wie Sah es re Wake, aE ae oo New York, N. Y. 
Slicing Machines 

EST ISST SRR 2 TGS” Ant ie a eC eae Ale ar Chicago, III. 

EI EON 3 any pea So WOK Da WE a plea Od ae wea A Troy, Ohio’ 
Steamer-roasters 

Sarna sm ANRN ORE MCMCRS MAMET CIO. oi: 5500 0 ~ 350 co wince iere Wanna 0 6p wale a duel eswlans Erie, ‘Pa. 
Tables, Stainless Steel 

TRY SESS ia A EE a SN NER ae PR oO Uy SPR a a aR Ca Massillon, Ohio 
Toasters 

Edison General Electric Appliance Co...............2-c cece eee Chicago, III. 

Mie Cea tees coe ees PSE Pe eke Cae PM ER UE Sildceoe bi Buffalo, N. Y. 

Mma PENN OOo 5 So os 6c Sewiecle sc give <0 8 6a pie ned ey wie. > 20 J ER OOMOINE, DEO, 
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WILTEX 


A Latex Product 


The 


New Surgeon 
Glove 


Developed in the laboratory of 
The Wilson Rubber Company 
under U. S. Patent No. 1719633. 


Watch for Later Announcements 


The Wilson Rubber Company 


CANTON, OHIO 
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Trucks 

RRR Ra poet ard ae os yp eee ae Oh A WEA Oe wie ond pd a eke Arata e Elyria, Ohio 

RENE I EO AE Lh ik ig nia Bib IN Oke HP Sil barely eee p NS Palmer, Mass. 
Utensils, Stainless 

I a a Se ira LS oe wy hats We Rae epee bee Brackenridge, Pa. 

[prermacional mieKer Co., Inc), "THE... 65 secs vedas crews wees New York, N. Y. 

I NE RS 55 5 aU ane: pach lua) 6p ob WS. 5 Rie AS oe bw atone Grimsby, Ont., Can. 
Urns, Coffee 

NN Ss 0 SNe ata oe deta Cw k Hina WKY Saw DIR ois SPR A RATS oe New York, N. Y. 
Urns, Milk and Cream 

MN RIOR COO Se so ounce. 0 6.ds cp ane diote eee eae wa gs New York, N. Y. 
Waste Receptacles 

yy EN | Ses ee RE ey Bae sao ae The La ap ey, oy ee New York, N. Y. 

FOODS AND BEVERAGES 

Baking Powder 

IR ePID MOONS ns aS pik ecg hte 4 okies b Goebe ewela tele D New York, N. Y 
Beverages 

Davies & Sullivan Co: (coffee and tea)... 6. eee esac ces New York, N. Y. 

re 0 oe, a, Ee sh ae swe be eee eee s eee seem Hoboken, N. J. 

General Foods Corp. (postum and coffee)...............6. New York, N. Y. 

HMorlick’s Malited Milk Corp. (malted milk)... 2... ceccs eens Racine, Wis. 

ee SO UN ss edule le £6 0 og Ob wi eS ee oe hen nw ees Battle Creek, Mich. 

nt EI IE EY oc as ace a oe bbe O.aib dix Boe © Cb ei hie le 0, o.0ra Chicago, Ill. 

Deno @.O.. JON CONIC BRO TOA). io k.c icc. ie Fetter ware ee Chicago, Ill. 

Silverwood’s Dairies, Ltd. (milk, fresh and powdered)...Toronto, Ont., Can. 

a ane Aas, COR ASME. So Gots i es0 sae va bik oe aN a eee 6886 Hamilton, Ont., Can. 
Bread (Health) 

Western Canada Flour Mills Co., Ltd... 06. ci secs Toronto, Ont., Can. 
Cereals 
a LN UN Oe 5a 5.5 io 6 oan o-a 6 ld Be Vie Bis GE RG 8d ee Yew York, N. Y. 

NTE Nai rile dete uly aig LVS A ao gh argh Ted Meee OME A ROR CH Sie 60 Battle Creek, Mich. 
Chocolate and Cocoa 

PNR St EES RODIN: 5 525.06 c Pe ors be EC a eke ONAN ON ee wie cae New York, N. Y. 

uPUEMNI SERINE: UMMM OO utc cat gma nial wig Ri Ute alate BUS stale Mipca eine Chicago, Til. 
Dairy Products 

SEP Sa Oe TORI ONNR) | TAG, 56.5.5 siencd oS ohe A eee Siew are betes Toronto, Ont., Can. 
Desserts 

Se ee OO gO ETO Ge SER TPE ee ea era aL LR LPB a New York, N. Y. 

nL So i nas ld © SSW wb eS Re ole Mole Toronto, Ont., Can. 

IE NG iss ies SUR MRED oR RR CUD EWS Dee mieme Little Falls, N. Y. 

Ny A RRR IE RON. 5-0 Sed, basen aE wi aiw! © Gina a nisiate aay Sonne bien je) bw: al nip haa aow Chicago, Ill. 

ti enti STIR LS 3 foo SN we aR Ae SEE eae te eRe Chicago, Ill. 
Flavoring Extracts 

Se Os DEY, x 5.6 b Snide w Pee hla Keds e ee ote cheese Toronto, Ont., Can. 
Flour 

SE: OER AMI oF ovis nisin sks soe ack dS a Pw ely Oe | Reb, we New York, N. Y. 
Fruits, Canned 

a eee edie eee Sa ier a Chicago, Ill. 
Preserves, Pickles and Condiments 

IR RR MERC te Lodi, Uric ee ai ccy Sores We Coe hee wR Cee Flee Chicago, Ill. 
Vegetables, Canned 

eR Fe a. III ‘olrsio So oh ni). a sah ls iw woe Ow nba Oe Alb S Berta sae ee wee Chicago, Tl. 

PUBLICATIONS 

American Journal of Nursin®; ‘TRO: . ove ve civsc sce ccves New York, N. Y. 

Bulletin of the American Hospital Association, The............ Chicago, Ill. 

CRORE BLOODIERL TMG. <5 bhp sae oss eed b eases ge hee wes Toronto,’ Ont., Can. 

CE IIRL Ds 9. one OSS aw Eee eV dwie See 00 5 0s se ewe Toronto, Ont., Can. 

es ITI ooo, oso pian a wp pAb Weer e A Ob 6 Ob 0 96 Wed eles Chicago, Ill. 

IE INS Osc ct tag oe RBS Alles oe ey bc See Wide 0 0b Wie Sake Chicago, Ill. 

EE SU NRRD ; SIE MUMUOE os oo, we W's G Wik Bo iw Sie Siew visible eoblee Se Chicago, Ill. 

Et NE oes aed ay re brn Slates ei ee Calecs obo sae e oaee ee Chicago, Ill. 

POET TeIORE - TURTON 6 56h ee heal ece seer een ees oabean Chicago, Ill. 

Trained Nurse and Hospital Review, The................. New York, N. Y. 

PLACEMENT SERVICES 

Interstate Physicians and Hospital Bureau................ Cleveland, Ohio 

EE PUNE INE SOURIS a. og hae pat alin Ag WA SA ik na 29 036.8 ow ele ate ew Biel Chicago, Ill, 

New York Medical Exchange, Ti, . 0 ccc cece csc e wees New York, N. Y. 

Nurse Placement Service, Midwest States..................0.. Chicago, Til. 
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BROWNE WINDOWS | 


DEMONSTRATE SUPERIOR OUALITIES 


Perfect Ventilation; Maximum Light and Vision; Ab- RES 


solute Weather Protection; Noiseproof when closed ; . TRY 
| in| 
HERE 





Safety and Economy in Cleaning exterior of glass from 
the inside; Simple, Easy Operation; Continuous and 
Lasting Service; No Depreciation; Fuel Saving and 
Minimum Maintenance Costs. 





e 
| 
SPECIAL TYPE ELIMINATES WINDOW GUARDS : 
Listed in Modern Hospital Year Book, and illustrated 
in Sweet’s Architectural Catalogue. Samples displayed 
with Architects’ Samples Corp., New York; Archi- 
tects’ Samples Corp., Boston; Architects’ Exhibit, 
Inc., and Building Arts Exhibit, Cleveland; Archi- 
tects’ & Builders’ Exhibits, Inc., Buffalo; Metropolitan 
Builders’ Exhibit, Seattle; Architects’ Exhibit, Inc., 
Detroit; Architects Building Material Exhibit, Los 
Angeles; and Building Material Exhibit, San Fran- 


cisco. 


BROWNE WINDOWS 


RICHEY, BROWNE & DONALD, Inc. 
52-15 FLUSHING AVE., MASPETH, NEW YORK CITY 











UNIVERSAL HOSPITAL APPROVAL 


of the FOSCO Visible Clinical 
System of Chart Filing is the best 
guarantee of its efficiency and 
value. 





As a Hospital Superintendent, 
you owe it to yourself to fully 
investigate this most important 
proposition. 

Various sizes of desks, stands, 
racks and carriages to choose 
from. 


A sample chart holder will be 
sent to prospective purchasers for 
examination and comparison. 


Ask us to send full information 


F. O. SCHOEDINGER 


: Manufacturer of a complete line 
* of Steel Hospital and Surgical 














Furniture 
C-A 68S Visible Clinical Record Chart Desk-hold- 322-358 Mt. Vernon Ave. 
ing 24 noiseless aluminum chart holders Columbus, Ohio 
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NEW BUILDINGS AND CONSTRUCTION 
































CALIFORNIA 
Le Grand.—The new isolation unit of the County Hospital, which has 
just been completed and is ready for the reception of patients, will be 
used exclusively for patients suffering from contagious diseases. It will 
not be restricted to the care of indigent patients. 


ILLINOIS 
Aurora—the Rt. Rev. Edward F. Hoban, D.D., Bishop of Rockford, 
dedicated the new $500,000 St. Joseph Mercy Hospital at Aurora on Sun- 
day, September 20. 
Des Plaines—The new Northwestern Hospital was opened Tuesday, 
September 1. Miss Grace Mjelde is superintendent. 


MARYLAND 


Baltimore —Plans for the new nurses’ home at the University of Mary- 
land Hospital have been approved. Mr. Horace Trumbauer of Philadel- 
phia is the architect. Construction will be started immediately. 


MASSACHUSETTS 





Southbridge—The Harrington Memorial Hospital was officially opened 
Monday, September 7. 


MINNESOTA ' 

Minneapolis —Construction of the new $600,000 building at St. Bar- 
nabas Hospital will be started at an early date. Mr. C. H. Johnston, 
St. Paul architect, is preparing the plans. 

Oak Terrace-——The new wing of the Glen Lake Sanatorium, which is 
the gift of the Citizen’s Aid Society of Minneapolis, was formally dedi- 
cated Saturday, August 29. A feature of the dedication was the annual 
home-coming celebration when discharged patients from this fine tubercu- 
losis sanatorium returned as guests of the institution. Dr. E. S. Mariette 
is the director. 

MIssourI 

Independence -—The new $500,000 Community Hospital is being com- 
pleted. This sum has been appropriated for the building and equipping 
of this hospital. Mr. Henry C. Smith of Independence is the architect. 
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MT. SINAI HOSPITAL 


another SPRING-AIR stronghold 


@ When SPRING-AIR won its way at 
Mt. Sinai Hospital, New York, it 
demonstrated again the simple pre- 
mise upon which its manufacturers 
base their bid for business. It is this: 


“Given the opportunity to demon- 
strate through actual tests in 
service the SPRING-AIR Mattress can 
so convincingly show its superior 
worth that it will deserve the order 
on its proved merit.” 


That this test is fair — sound — and 
successful is reflected in a steadily 
rising preference for SPRING-AIR. It is 
further evidenced by the fact that 
when SPRING-AIR is once ordered it is 
invariably re-ordered. 


For the sake of your institution’s 
economical operation —for the sake 
of its opportunity and its obligation 
—we ask you to extend to us the 
courtesy of granting the only favor 
ever asked for SPRING-AIR . . . Try it. 
Inquiries for information are sin- 
cerely welcomed. 


SPRING AIR® 
~( MATTRESS 


Se ay 4 


Also the famous sprinc-Ain sleep cushion 





Master Bedding Makers of America 


FACTORIES IN 


FORTY 


PRENCIEP-AL CITIES 


The secretary at Holland, Michigan, will direct inquiries to the nearest source of supply 
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Karsas City——The new Menorah Hospital received its first patient on 
September 7. Miss Beryl B. Anscombe is superintendent of this institu- 
tion, which has just been completed. 


New York 
Gloversville—Through the gift of Mr. Lucius Littauer, the Eugene 
Littauer Memorial laboratory, a $300,000 structure, has just been com- 
pleted and added to the Nathan Littauer Hospital group. The building 
is three stories in height and contains not only bacteriological but his- 
tological and research laboratories in addition to many other facilities gen- 
erally found only in the largest hospitals in the country. 


NortTH CAROLINA 


Elkin.—The Hugh Chatham Memorial Hospital was dedicated by Bishop 
Edwin Mouzon on September 6. 


NortH Dakota 


Belcourt.—The new Government Hospital established to provide free 
medical care for all Indian wards on the reservation has been completed 
and is ready for the reception of patients. The hospital is built in three 
wings : the left wing is devoted to the care of tuberculous patients, the right 
wing serves as a home for nurses, and the middle wing is used as a general 
hospital. 

Jamestown.—Bids have been advertised for the completion of a new 
hospital to cost $150,000. 


OKLAHOMA 


Alva.—The city of Alva has engaged E. J. Peters, architect, to prepare 
plans for a new city hospital. 

Tulsa—The city of Tulsa has let the contract for the construction of a 
negro hospital to cost $55,800. 

PENNSYLVANIA 

Carbondale.—Contract for the new Carbondale General Hospital has 
been awarded and construction work started early in September. 

Danville —The Danville State Hospital has launched a building program 
to complete which the sum of $430,000 will be expended. This amount 
was appropriated for this purpose in the 1931 session of the state legisla- 
ture. The new buildings included in the program are: a clinic and diag- 
nostic building, a ward building for one hundred women patients, a home 
for fifty nurses, and cottages for the chief engineer and physicians and 
their families. 
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Representatives of 


LEWIS MANUFACTURING CO. 
Walpole, Mass. 
& 
1 LEWIS MANUFACTURING CO. | 
| OF CANADA, Limited } 


| will be at Booths No. 235 & No. 336 
| to Welcome Friends from the 
States & Canada 


Se 


Complete Exhibit of 30 
CURITY Ready-Made Dressings 


will be shown 





May we welcome you at the 


A. H. A. Convention 
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Philadelphia.——Contract for the new Wills Eye Hospital was awarded 
early in September and construction started. It will be seven stories in 
height and will be used exclusively for the treatment and care of patients 
suffering from diseases of the eye. The original Wills Eye Hospital stood 
for nearly a century at 18th and Race Streets. 


Pittsburgh—Governor Pinchot has announced that Pennsylvania will 
have a psychopathic hospital as a center for leadership in training physicians, 
nurses, and other persons for intensive study of mental diseases and for 
research. When the hospital is established it will be affiliated with the 
University of Pittsburgh. The legislative appropriation has been granted 
to start the preliminary work. 


SoutH DaKotra 


Belle Fourche-—The contract has been let for the construction of the 
John Burns Memorial Hospital. The hospital is being built by Dr. J. L. 
Townsend of Sioux City, in conformance with the provisions of the will 
of John Burns, a former patient, who left property valued at $100,000 for 
the purpose of establishing this institution. Mr. Burns specified in his 
will that Dr. Townsend should be superintendent of the hospital. 


VIRGINIA 


Richmond.—The new nurses’ home of the Stuart Circle Hospital was 
completed and ready for occupancy on September 1. The home provides 
forty-two single rooms and sixteen double rooms for student nurses, rooms 
for eight graduates, and suites for the matron and the superintendent, to- 
gether with reception hall, recreation hall, library, and infirmary. Miss 
Charlotte Pfeiffer, superintendent, advises that the hospital has approved 
the construction of a new heating plant and that the work has already been 
started. 


—_—_—+ 0 ¢—___—_ 
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Do You Need the 
Kind of People Who 
Have Registered 
With Us? 





The MEDICAL BUREAU 
_| Director 
M.BURNEICE LARSON 








For every job that you have open, there is a man or 
woman who would take it, love it, and succeed in it 
beyond your expectations. 

We have that man—that woman—on our waiting 
lists. 

They have registered with us, these fine hospital 
men and women, that they might be placed in com- 
' patible jobs—jobs in which they could do happy and 
constructive work. 

They have told us about themselves; they have sent 
photographs—references. With their permission, we 
have methodically, painstakingly and surely investi- 
gated their records. 

Those who have met our standards have been regis- 
tered in the Bureau. We believe them to be exactly 
what our records show: honest, able, earnest, healthy, 
clean and fine. From these you may choose. 

Tell us what you want Tell us about the work 
that is to be done. We will help you select the men 
and women who will do your work better—do it as 
you want it done. 


Visit our Booth No. 540 at the 
American Hospital Association Convention 


v The MEDICAL BUREAU V 


CHICAGO 
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Sister Mary Beniti, formerly superintendent of St. John’s Hospital of 
Anderson, Indiana, assumed charge of St. Mary’s at South Bend on 
August 26. Sister Mary James has been appointed to succeed Sister Beniti 
at St. John’s Hospital. 


Dr. J. H. Pound has been appointed superintendent of the Florida 
Hospital for the Insane at Chattahoochee to succeed Dr. James Q. Folmar, 
who died recently. 


The Lewis County General Hospital at Lowville, New York, has named 
Lucy J. Johnson as its superintendent. 


Mrs. Margaret Donaldson, who for the past two years has been super- 
intendent of the Memorial Hospital, Mount Pleasant, Iowa, tendered her 
resignation effective October 1. 


Mr. L. M. Bowen, formerly of Portland, Oregon, has been appointed 
manager of the Hinsdale Sanitarium, Hinsdale, Illinois. 


Miss Elsie Florence Mattson of Detroit has been appointed superin- 
tendent of the Saginaw County Contagious Disease Hospital, Saginaw, 
Michigan, effective September 1. 


Miss Miranda Maxwell has succeeded Miss Hattie M. Thomas as super- 
intendent of the Lamar County Hospital, Paris, Texas. 


Dr. Crum Epler has been appointed director of the Woodcroft Hospital, 
Pueblo, Colorado. 


Mr. V. W. Olney, who for the past several years has been superintendent 
of the French Hospital, San Francisco, has been appointed superintendent 
of St. Francis Hospital to succeed Dr. L. B. Rogers. 





THe BULLETIN was in error in stating that Mr. Earl R. Chandler had 
resigned the superintendency of Columbia Hospital, Milwaukee, Wiscon- 
sin. Mr. Chandler was appointed superintendent of Columbia Hospital in 
October, 1929 and his intentions are to remain indefinitely in that position. 
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DELAWARE 
Millville—Under the will of the late Edward W. Pyle $1,000,000 was 
bequeathed for the construction of a hospital or home for children in 
Delaware. Of this amount, $200,000 has been set aside for an endowment 
fund for the perpetual maintenance of the institution. 
ILLINOIS 
Princeton.—The Perry Memorial Hospital has received $15,000 under 
the will of Mr. James W. Kimball. 
INDIANA 
Batesville-—Under the terms of the will of Mrs. Margaret Hillenbrand, 
who died in 1929, the sum of $60,000 was set aside for the construction 
and maintenance of a hospital for Batesville and the surrounding com- 
munity, providing this amount was matched by a similar amount not later 
than February 2, 1932. Mrs. Hillenbrand’s daughter, Mrs. Mary Mitchell, 
has added to the bequest of her mother the sum of $75,000, to complete 
the amount which it has been estimated the new institution will cost. The 
administration of this new hospital will be in the hands of the Sisters 
of the Poor of St. Francis. 
MICHIGAN 
Marquette —The St. Luke’s Hospital has received $60,000 for endow- 
ment and $40,000 to be used for the erection of a nurses’ home by the 
will of Miss Margaret Wallace. 
MIssouRI 
Kansas City—The women’s auxiliary of Menorah Hospital, Mrs. Alvin 
Lorie, president, has given $10,000 to be used for the purchase of radium 
for that institution. 
NEw Yorr 
Brooklyn.—Dr. John Osborne Polak, who died recently, left $350,000 to 
the Long Island College Hospital. Of this sum $100,000 is for the erec- 
tion of a science laboratory, and $250,000 for a private patient building 
for maternity and gynecological cases. 
RHODE ISLAND 
Newport——At the annual meeting of the Newport Hospital it was an- 
nounced that Lewis Cass Ledyard had given $500,000 to the hospital as a 
memorial to his father, Henry Ledyard, who was first president of the 
hospital and long a member of the hospital board. This benefaction is to be 
added to the endowment fund of the hospital. 
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OFFICERS OF THE STATE AND ALLIED ASSOCIATIONS 


Alabama Hospital Association 
President—Dr. French H. Craddock, Sylacauga. 

Secretary—Bertha McElderry, Talladega. 

American Association of Hospital Social Workers 
President—¥lizabeth Wisner, Tulane University, New Orleans. 
Secretary—Ruth E. Lewis, Washington Univ. Hospitals, St. Louis. 

American Protestant Hospital Association 
President—Dr. B. A. Wilkes, Hollywood Hospital, Hollywood, Calif. 
Secretary—Dr. Frank C. English, Christ Hospital, Cincinnati. 

Arkansas Hospital Association 
President—Mr. Lee C. Gammill, Baptist State Hospital, Little Rock. 
Secretary—Caroline Snyder, Trinity Hospital, Little Rock. 

Children’s Hospital Association 


President—Dr. Joseph A. Brenneman, Children’s Mem. Hosp., Chicago. 
Secretary—Miss Bena M. Henderson, Children’s Hospital, Milwaukee. 


Colorado Hospital Association 
President—Dr. Maurice H. Rees, University of Colorado, Denver. 
Secretary—Mr. Frank J. Walter, St. Luke’s Hospital, Denver. 
Connecticut Hospital Association 
President—Dr. B. Henry Mason, Waterbury Hospital, Waterbury. 
Secretary—Miss M. E. Traver, New Britain Hospital, New Britain. 
Florida Hospital Association 
President—Mr. J. H. Holcombe, St. Luke’s Hospital, Jacksonville. 


Secretary—Mr. Fred M. Walker, Duval County Hospital, Jacksonville. 


Geergia Hospital Association 
President—Annie Bess Feebeck, Grady Hospital, Atlanta. 
Secretary—George R. Burt, Piedmont Hospital, Atlanta 
Hospital Association of the State of Illinois 
President—Mr. J. Dewey Lutes, Ravenswood Hospital, Chicago. 
Secretary—Mr. E. I. Erickson, Augustana Hospital, Chicago. 


Indiana Hospital Association 


President—Dr. Edward T. Thompson, University Hospital, Indianapolis. 


Secretary—Miss Gladys Brandt, Cass County Hospital, Logansport. 
lowa Hospital Association 

President—Mr. Robert E. Neff, University Hospital, Iowa City. 

Secretary—Mr. Clinton F. Smith, Allen Memorial Hospital, Waterloo. 
Kansas Hospital Association 


President—Dr. T. R. Heath, Bethany Methodist Hospital, Kansas City. 


Secretary—Dr. John T. Axtell,*Axtell Christian Hospital, Newton. 
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Kentucky Hospital Association. 
President—Miss Agnes O’Roke, Kosair Crippled Children’s Hospital, 
Louisville. 
Secretary—Mrs. Madge Hamnette, Children’s Free Hospital, Louisville. 
Louisiana Hospital Association 
President—Dr. Arthur Vidrine, Charity Hospital, New Orleans. 
Secretary—Harriet L. Mather, Southern Baptist Hospital, New Orleans. 
Maine Hospital Association 
President—Dr. T. A. Devan, Eastern Maine Gen. Hospital, Bangor. 
Secretary—Miss Margaret Hebut, Gardiner Hospital, Gardiner. 
Michigan Hospital Association 
President—Mr. L. J. McKenney, Highland Park Hospital, Highland 
Park. 
Secretary—Mr. Robert G. Greve, University Hospital, Ann Arbor. 
Midwest Hospital Association 
President—Miss Muriel Anscombe, Jewish Hospital, St. Louis. 
Secretary—Mr. Walter J. Grolton, Missouri Pacific Hospital, St. Louis. 
Minnesota Hospital Association 
President—Dr. Frank G. Carter, Ancker Hospital, St. Paul. 
Secretary—Mr. James McNee, St. Luke’s Hospital, Duluth. 
Mississippi Hospital Association 
President—Dr. Leon S. Lippincott, Vicksburg. 
Secretary—Dr. C. M. Speck, New Albany. 
Missouri Hospital Association 
President—Mr. J. F. King, Freeman Hospital, Joplin. 
Secretary—Mr. Walter J. Grolton, Missouri Pacific Hospital, St. Louis. 
Nebraska Hospital Association 
President—Mr. F. J. Bean, University Hospital, Omaha. 
Secretary—Miss J. L. MacDonald, Clarkson Hospital, Omaha. 
New England Hospital Association 
President—Dr. Morgan J. Rhees, Mary Hitchcock Memorial Hospital, 
Hanover, N. H. 
Secretary—Dr. W. Franklin Wood, Massachusetts General Hospital, 
Boston. 
New Jersey Hospital Association 
President—Dr. Geo. O’Hanlon, Medical Center, Jersey City. 
Secretary—Miss Marie Louis, Muhlenberg Hospital, Plainfield. 
Hospital Association of the State of New York 
President—Mr. Carl P. Wright, Syracuse General Hospital, Syracuse. 
Secretary—Mr. Julian Funt, Beth Israel Hospital, New York City. 
North Carolina Hospital Association 
President—Dr. Harold Glascock, Mary Elizabeth Hosp., Raleigh. 
Secretary—Mr. Edwin Farmer, Memorial Hospital, Wilson. 
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Northwest Hospital Association 
President—Miss Carolyn E. Davis, Good Samaritan Hosp., Portland. 
Secretary—Mrs. Cecile Tracy Spry, Everett Gen. Hosp., Everett, Wash. 
Ohio Hospital Association 
President—Dr. C. S. Woods, St. Luke’s Hospital, Cleveland. 
Secretary—Mr. J. R. Mannix, Western Reserve University, Cleveland. 
Oklahoma Hospital Association 
President—Dr. Frank H. MacGregor, Mangum. 
Secretary—Dr. A. J. Weedn, Duncan. 
Ontario Hospital Association 
President—Dr. John Ferguson, Toronto. 
Secretary—Dr. F. W. Routley, 314 Medical Arts Building, Toronto 5. 
Hospital Association of Pennsylvania 
President—Mr. M. H. Eichenlaub, Western Pennsylvania Hospital, 
Pittsburgh. 
Secretary—Mr. Howard E. Bishop, Robert Packer Hospital, Sayre. 
South Carolina Hospital Association 
President—Mr. F. O. Bates, Roper Hospital, Charleston. 
Secretary—Mr. H. H. McGill, Columbia Hospital, Columbia. 
South Dakota Hospital Association 
President—Dr. J. S. Harkness, Methodist State Hospital, Mitchell. 
Secretary—Mr. C. W. Carlson, Moe Hospital, Sioux Falls. 
Tennessee Hospital Association 
President—Dr. Eugene B. Elder, Knoxville General Hosp., Knoxville. 
Secretary—Mr. C. P. Connell, Vanderbilt Hospital, Nashville. 
Texas Hospital Association 
President—Mr. Robert Jolly, Baptist Hospital, Houston. 
Secretary—Mr. Joe F. Miller, Jefferson Davis Hospital, Houston. 
Virginia Hospital Association 
President—Dr. Knowlton Redfield, Jefferson Hospital, Roanoke. 
Secretary—Mr. H. H. Coleman, Jr., Johnson Willis Hospital, Richmond. 
Western Hespital Association 
President—Dr. B. W. Black, Alameda County Hospital, Oakland. _ 
Secretary—Mrs. Lola M. Armstrong, Western Hospital Review, Los 
Angeles. 
West Virginia Hospital Association 
President—Dr. Walter E. Vest, Chesapeake & Ohio Ry. Hospital, 
Huntington. 
Secretary—Mr. Joe W. Savage, Charleston. 
Wisconsin Hospital Association 
President—Dr. R. C. Buerki, Wisconsin General Hospital, Madison. 
Secretary—Mr. J. G. Crownhart, State Medical Society of Wisconsin, 
Madison. 
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HAVE YOU READ THESE ARTICLES? 


For Nursing School Executives: 





Jurisprudence for Nurses. ...... 6c0s6csccees Carl Scheffel, Ph.B., M.D., LL.B. 
Introduction of the New Nurse to Service............ Nan Ewing, A.B., R.N. 
Training the Student to Keep Worth-while Records...... Gladys Bayne, R.N. 


St. John’s Revamps Its’ School of Nursing on a College Basis _ 
Cures for Unemployment in the Nursing Profession (A Symposium) 


Studies in Medical Terminology...........ssececece Minnie Genevieve Morse 
The Grading Committee’s New Report Presents Startling Facts 

Correct Illumination in the School-room.................. Thomas A. Pilkey 
Teachmne: Pharmacology to: Nurs€s.. << 2. .3.0 5. ecaces evens Harry Gold, M.D. 
The Putireof Nursing SeR0Gls. 603 neces ccin sy cameo Oliver J. Pecord, B.Sc. 


Preliminary Survey of Postgraduate Courses 


For Hospital Executives: 


Relating Hospital Service to Community Needs........: Anna C. Phillips et al. 
Increasing Cost of Hospital and Medical Care........ Willard C. Stoner, M.D. 
What Needs to be Done by the Dietitian............Mary De G. Bryan, A.M. 
Nateval Gas-in Fiasnitels. 2... ccc ecw toh nnnciswmnceretanesteaws C. W. Geiger 
Might not Mental Patients be Treated in General Hospitals..N. Snyder, R.N. 
The Heart Clinic of the Boston Children’s Hospital...... Madge Barnes, B.A. 
For Head Nurses and Instructors: 
Mental Hygiene—Its Methods and Results........ James H. Huddleson, M.D. 
Patt COS8s 505: owbie x Rate ities idlP bis crate ate CeCe wee Robert H. Riley, M.D. 
THE PUGMOIOGY Gt JAGNGNCE. os vise cus scot S swe wale oma Frederic T. Jung, Ph.D. 
Glimpses of Pediatric Nursing Abroad............. Virginia Kirk, M.S., R.N. 
Present-day Reconstructive Surgery............. Howard L. Updegraff, M.D. 
. Underwear for Infants and Children............... Gladys Sellew, M.A., R.N. 
ARMOR RIA 03 Oc ea SR pees rake 6 eee M Ome Te Mary A. Clarke, R.N. 
The Nursing Care of Dental Patients.................. Don C. Lyons, D.D.S. 
Tuberculous Knee and Its Cares. «00.6. Xecs ns vie Ella M. Rafuse, M.A., R.N. 
ERGY @ Ostieits CONG 6 nisg ha conc ak eee abe He eRe Gerald S. Shibley, M.D. 
For the Dietitian: 
Vitamin B, C and G Content in Banana Powder............. Miller & Munsell 
Considerations in Planning Diets.................. Stern, Hacker & Pfaffman 
Present-day Treatment of Diabetes.................... Harriet Morgan, M.S. 
Self-selection of Diets by Intants. 26. cscciee so ane te Clara M. Davis, M.D. 





These and many other articles have appeared during the last four months in 
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